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sore throat 


BACITRACIN-TYROTHRICIN-NEOMYCIN-BENZOCAINC TROCHES 
Sore throat patients want quick relief—and get it when 
you prescribe TETRAZETS troches. Given alone they are 
effective against mixed bacterial throat infections. In 
severe infections they are a useful adjunct to systemic l 


antibiotics. Individually wrapped and easily carried, each ; 
TETRAZETS troche contains zine bacitracin SO units; Je 
tyrothricin 1 mg.; neomycin sulfate 5 mg.; anesthetic ben- 
zocaine 5 mg. 


oe MERCK SHARP & DOHME 


DIVISION OF MERCK & CO.. INc.. PHILADELPHIA 1, PA. 
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DIZZINESS IN THE ELDERLY PATIENT WITH ARTERIOSCLEROSIS 


e 
wad [here is a somewhat larger group in which definite localization [of the 


cause of vertigo] may not be possible. .. . Cardiovascular disease may also 
cause this type of dizziness. . .. The treatment consists of bed rest, sedation 


and the use of Dramamine... .” . 


Lindsay, J. R.: The Practical Management of Dizziness, California Med. 83:193 (Sept.) 1955. : 


for daramatic results 


Dramamine’ 


Brand of Dimenhydrinate 


SEARLE 
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in 
continuous 
service 


Hydrochloride 
Chlortetracycline HCl Lederle 


Today, after eight years of world-wide use, 
physicians in every field of medicine routinely employ 
AUREOMYCIN in their practices. 


Exhaustively tested, thoroughly proved, 
AUREOMYCIN remains unsurpassed in anti-infective range, 
variety of application, effectiveness at low dosage. 


A convenient dosage form for every patient. 


‘ Lederle} LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N. Y. 


*REG. U.S. PAT. OFF. 
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(2% grains) 
30 my. grain 


"Such a combination has proved clinically to 


be far more effective and no more toxic than 

equivalent doses of any of these used singly." 
Bonica, J.J.; and Backup, P.H. (Tacoma General Hospital 

Washington): Northwest Med., 54:22, Jan., 1955. 
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(reserpine 
and methylphenidate 
hydrochloride CIBA) 


® 
serpatilin TRANQUILITY WITHOUT LETHARGY 


Seriously, with SERPATILIN you can allay emotional 
distress, yet avoid making patients sleepy. Because 
it contains both a calming agent and a mild stimu- 
lant, SERPATILIN restores emotional stability with- 
out oversedating, without impairing alertness. 
Indicated in disorders marked by anxiety and/or 
depression. 


AVERAGE DOSAGE: 1 tablet b.i.d. or t.i.d. 

SUPPLIED: Tablets, 0.1 mg./10 mg., each containing 0.1 mg. Serpasil® (reser- 
pine CIBA) and 10 mg. Ritalin* hydrochloride (methylphenidate hydrochloride 
CIBA). 


C B A SUMMIT, J. 


2/2400MK 
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NIPPLE SORENESS 


Honsensitizing . . . 


rapid acting ...deeply penetrating... 
topical anesthesia 


® Xylocaine Ointment (a new form of the 
widely accepted Xylocaine) is an unusually 
effective topical anesthetic free of irritatin ting, 
sensitizing or toxic reactions. 


* Controls pain, itching and burning 
sensations. May also be applied 
> prevent pain or discomfort during 
_ examination and instrumentation. 


* Available in a nonstaining, water 
; soluble vehicle as 2.5% and 5% 
3 Xylocaine base in collapsible tubes (5% 
also available in wide-mouth jars) each 
containing 35 grams (approx. 1.25 ounces). 


xXxYLOCAINE® OINTMENT astra 


{Brand of lidocaine*) 


Xylocaine Ointment is now made available at the request 
of many physicians, surgeons, and anesthesiologists 
who routinely use Xylocaine HCI Solution. 


Astra Pharmaceutical Products, Inc. 
Worcester 6, Mass., U.S.A, 
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Hypertensive Objective: ACTIVE LIVING 


... from incapacitating hypertension to a life of usefulness. 


Case History:' A.B., 42-year-old hospitalized patient with severe hypertension 
and early heart failure. Blood pressure prior to treatment was 240/160 mm. Hg. 
ANSOLYSEN was administered orally t.i.d. The dose was adjusted to the patient’s 
requirements. Blood pressure was reduced to, and stabilized at, an average level 
of 150/105 mm. Hg. There was marked symptomatic improvement, and the patient 
was able to return to work. 

1. Case history on file in Medical Department of Wyeth Laboratories. 


ANSOLYSEN 


TARTRATE Pentolinium Tartrate 


Lowers Blood Pressure 


R 
Philadelphia 1, Pa. 
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widely used? 


1. Its indications comprise over 100 con- 
ditions... 


2. Its safety record is unparalleled .. . 


3. It has the most extensive clinical and 
research background of all ACTH 
preparations... 


4. It counteracts and corrects adrenal 
atrophy in the corticoid-treated 
patient... 


Some Common Indications 


Calcareous 


Dosage Dosage 
60-100 Units 40-80 Units 
daily daily 
Relief Relief 
Noted in hours, Usually within 
especially in 24-36 
acute cases. hours. 


HP*ACTHAR?® Gel is The Armour Laboratories 
Brand of Purified Repository Corticotropin (ACTH) 
*Highly Purified 


THE ARMOUR LABORATORIES 
Py A DIVISION OF ARMOUR AND COMPANY 


KANKAKEE, ILLINOIS 
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Conservative therapy 
in hypertension 
can be made more effective 


IN MANY OF YOUR HYPERTENSIVE PATIENTS, conservative treatment with reserpine can be 


made more effective by placing the patient on safe combination therapy. 


EFFECTIVE. When combined with reserpine, the blood pressure 
lowering effects of protoveratrines A and B can be achieved with 


smaller dosage. and with marked decrease in annoying side actions. 


SAFE. Veralba/R is many physicians’ choice of combination therapy. 
It can be used routinely without causing postural hypotension or 
impairing the blood supply to the heart, brain and other vital 


organs. Dosage is simple. 


ACCURATE. Veralba/R potency is precisely defined by chemical 


assay. All active ingredients are in purified, crystalline form. 


Each Veralba/R tablet contains 0.4 mg. of protoveratrines and 
0.08 mg. of reserpine. Bottles of 100 and 1000 scored tablets. 
*Trademark 


PITMAN-MOORE COMPANY, _ Division of Allied Laboratories, Inc., Indianapolis 6, Indiana 
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Ready February 25th! 
1957 Current Therapy 


Today's best treatments for every disease you are likely to encounter 


1 The newest of the uniquely helpful CURRENT THERAPY volumes is now 
ready to give you the best treatments known today for every disease you are likely 
to encounter. 


2 The material in 1957 CURRENT THERAPY is NOT extracted from the 
literature. Every method recommended is being used in practice today by the man 
who describes it. And each description was written specifically for this book. 


3 Each of the 304 contributors was selected by the Board of Consulting Editors 
(see below) as being eminently well qualified to discuss the treatment of a certain 
disease. All recommended treatments are approved by the Board as being the most 
effective available today. Just think of the time this will save you in deciding which 
drug to use when! 


4 This is NOT a book of recent advances alone. It is a complete reference on 
treatment for every common disease and disorder (nearly 400 in all). 


5 Many, many treatments in this 1957 Volume are NEW—different and better 
in some way than the best treatment known last year for the same disease. (See 
medical treatment of peptic ulcer; new tranquilizers in headache; new treatment 
in diabetic coma; anticoagulant therapy in pulmonary embolism; therapy of 
shock in poliomyelitis; novobiocin in acute bacterial endocarditis; Levophed for 
shock after acute renal failure; Diamox and Mictine in toxemias of pregnancy; 
calcium disodium versenate in lead poisoning polyneuritis: etc.) 


The Board of Consulting Editors 


Dr. George E. Burch Dr. Perrin H. Long 
Dr. M. Edward Davis Dr. H. Houston Merritt 
Dr. Vincent J. Derbes Dr. Walter L. Palmer 
< A Dr. Garfield G. Duncan Dr. Hobart A. Reimann 
wt THERAPY Dr. Hugh J. Jewett Dr. Cyrus C. Sturgis 
cnet Dr. Clarence S. Livingood Dr. Robert H. Williams 


Edited by HOWARD F. CONN, MD. 
731 pages, 8” x 11”. $11.00 


Use handy order form opposite ———> 
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New! — Hewitt's 
Physician-Writer's Book 


Tricks of the trade that clarify every problem of medical writing 


A how-to-do-it guide for every physician who is planning an article or book or who 
is currently hard at work compiling his medical experience for publication. Dr. 
Hewitt brings you the answers to the “what, when and how” of medical writing— 
from the earliest organization of your unwritten ideas to the subtle devices that 
mark the master author. 


You will learn here how to avoid “roadblocks” to the swift communication of 
your ideas. Examples of good and bad medical writing are scattered generously 
throughout the book. 


Here are just a few of the subjects on which you'll find practical help: 


How to write a good short title 


Where to find ready help (librarian, 
editor, statistician, etc.) 


What to include or exclude 
How to be specific in directions 


5 ways to shorten textual reviews and 


How to submit a manuscript 


How to present arithmetical material 
clearly 


Avoidance of “medicalese”’ 
Legal risks 


How to secure permission to quote 


reference lists 


How to handle proofs How to write case reports and summaries 


6 devices to aid coherent arrangement of 6 methods for increasing emphasis 


7 Suitability or unsuitability of illustrations 
How to secure copyrights and tables 


To see the quality of your material for publication jump from merely adequate to 
outstanding—draw on all the help this new guidebook can surely bring you. 
By RICHARD M. HEWITT, A.M., M.D., Senior Consultant, Section of Publications, The Mayo Clinic; Associate Professor 


of Medical Literature, The Mayo Foundation, Graduate School, University of Minnesota; Immediate Past President, American 
Medical Writers’ Association. 388 pages, 6” x 914”, illustrated. $9.00. New! 


| W. B. SAUNDERS Company, West Washington Square, Philadelphia 5 
Order | Please send me the following and charge my account: 7 
| 1957 Current Therapy .............. $11.00 | 
Ti da | Hewitt’s Physician-Writer’s Book . 
0 by. | | 
| Name | 
4 Address 2 a 
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*Tests performed for The Wm. S. Merrel! 

Company by an independent radiological lab- 

oratory. Radioactive iodine supplied by the 
i U. S. Atomic Energy Commission, Oak Ridge 
| National Laboratory. 


1. Greenblatt, R. B., and Brown, N. H.: Am. 
J. Obst. & Gynec. 63:1361, 1952. 2. Thompson, 
C. R., and Werner, H. W.: Proc. Soc. Exper. 


Obst. & Gynec. Surv. 3:201, 1953. 4. Editorial: 
Management of the Menopause, J.A.M.A. 
158:566, 1955. 5. Edwards, B. E.: J. Indiana 
M. A. 47:869, 1954. 6. Gillam, J. S.; Hunter, 
G. W., and Darne, C. B.: J. Clin. Endocrinol. 
14:272, 1954. 7. Nulsen, R. O.; Carmon, W.B., 
and Hendricks, H. O.: Am. J. Obst. & Gynec. 
65:1048, 1953. 


Merrell 


Since 1828 


6 | 
is stored in body anks... 


Biol. & Med. 77:494, 1951. 3. Woodhull, R. B.: 


THE WM. S. MERRELL COMPANY New York » CINCINNATI « St. Thomas, Ontario 


(Chlorotrianisene) 


ause is smoother 


Section of rat omental fat containing TACE tagged 
with [!3! (A) leaves radioautograph 
evidence (B) of TACE storage in body fat. 


In a control study, I's! was administered without TACE. 
There was no evidence of the iodine in any of the body fat depots. 


Radioautographs* prove unique TACE fat storage supporting 
fat bioassay findings of Greenblatt! and Thompson.? 


Prolonged relief for months after 
cessation of therapy. 


An average duration of relief from menopausal symptoms 

of 2.95 months after discontinuance of TACE therapy has 
been reported.’ The fat storage property of TACE is unique, and 
produces a clinical response free from the gross 

variations in estrogen stimulation common with other estrogens.3 


Only TACE has all three requirements for 
effective hormonal treatment in the menopause‘ 
1. Long-acting — TACE is the only long-acting orally 
administered estrogen. 2. Orally administered — TACE is 
administered only by mouth and is stored in body fat.! 

3. Inhibits pituitary activity — in experimental animals TACE 
has less tendency to produce pituitary hyperplasia 

than other estrogens.> 


Notable freedom from withdrawal bleeding 
and other side effects 


In four series,3.5-7 totaling 257 patients, 250 TAcE-treated 
cases experienced no withdrawal bleeding... 
other side effects were minimal and TACE was well tolerated. 


Average TACE Dosage: 2 capsules daily for thirty days. 
Severe cases may require additional short courses. 
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A new antibacterial 
with double-spectrum action 


Plus a high degree of safety 


Gantrimycin 


‘ROCHE’ 


Why is Gantrimycin so effective ? Because 
it provides Gantrisin plus oleandomycin 
(a new antibiotic) which mutually reinforce 
each other; and there is a high degree of safety 
plus a pronounced effect on most pathogens 
resistant to other antibiotics. 


The double-spectrum action of Gantrimycin 
is valuable against both gram-positive and 


gram-negative microorganisms. 


Dosage: Adults— 2 to 3 tablets, four times 
daily; should be increased to 4 or 5 tablets, 
four times daily, if necessary. Children over 
3O |Ibs—1 or 2 tablets, four times daily. 
Children under 3O |Ibs—1 tablet, four times daily. 


Each blue Gantrimycin tablet contains 


333 mg Gantrisin and 75 mg oleandomycin. 


Gantrisin®; Gantrimycin” 


HOFFMANN-LA ROCHE INC ° Nutley 10 ¢ New Jersey 
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Society... 


or a part of it? 


No longer need the epileptic live 
in a world apart—fearful, 
bewildered, and lonely. Thanks to 
your knowledge and judicious use 
of modern anticonvulsant drugs, 
he can become a contributing 
part of society, living a normal, 
often seizure-free life. Here are 
four history making anticonvulsants 
that have been used with 
gratifying and proved results. 
With them you can individualize 
treatment—fit the therapy to the 
specific seizure type. Do you have 


the new 
literature? (bbott 


TRIDIONE® (Trimethadione, Abbott) 
First successful synthetic anticonvul- 
sant...now an agent of choice... for 
symptomatic control of petit ma/, myo- 
clonic and akinetic seizures. 


PARADIONE?® (Paramethadione, Abbott) 
Homologue to Tridione. An alternative 
preparation often effective in cases re- 
fractory to Tridione therapy. Especially 
for the treatment of the petit ma/ triad. 


PHENURONE® (Phenacemide, Abbott) 
A potent anticonvulsant to be used with 
discretion for psychomotor epilepsy, 
grand mal, petit mal, and mixed sei- 
zures. Often successful where all other 
therapy fails. 


GEMONIL® (Metharbital, Abbott) 

The newest of Abbott's anticonvulsant 
drugs. For grand mal, petit mal, myo- 
clonic and mixed seizures. Effective 
against seizures symptomatic of or- 
ganic brain damage. 


ABBOTT LABORATORIES 
NORTH CHICAGO, jILLINOIS 
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Tuere’s one thing you should always remem- 
ber when making rounds—the patient. But 
when the “old Chief” and his following file 
into the room, it may require a little effort to 
locate the ailing one in the crowd. There has 
to be an area in which the troops can assem- 
ble so everyone can fall in according to the 
number of years he has participated in this 
early morning constitutional. The chief resi- 
dent, who has been there the longest (he has 
a son in medical school), walks at the old 
Chief’s elbow, although the interns describe 
his position somewhat differently, and passes 
the pearls back to the followers (including 
one G.P. in for a refresher course—after two 
weeks, he’ll be back home doing pneumonec- 
tomies ). 

When the patient’s room is reached, the 
door is held open; the nurse stands at atten- 
tion; the Chief enters, and from afar a trum- 
pet sounds. The incision is exposed. (If the 
incision can’t be found, it is safer for the resi- 
dent to operate on the patient on the spot 
than to admit he’s in the wrong room.) The 
Chief looks, pokes and exits. Back in the hall, 
the interns and residents gather around to 


hear the worst. The Chief is obviously dis- 
turbed. He pounds his chest and then confides 
to the group, “Damn it, I’ve got heartburn.” 

Those who aren’t chiefs use different tech- 
nics to accumulate a following. One old and 
proved method is to grab a younger staff 
member, an intern or a visitor by the arm and 
not let go until rounds are finished. 

The medical service always approaches the 
patient armed with that fused catheter, the 
stethoscope, which may be worn about the 
neck, swung freely like a slingshot, or carried 
protruding from the pocket. In an emergency, 
it may even be placed in the ears. The Chief 
in medicine always listens intently with his 
stethoscope, particularly if there’s a ball game 
on the patient’s TV. He may listen for as 


long as nine innings. If there is no TV, he 

glances toward the radio which the intern flips 

off; he glances at his following who breathe 

only through their noses, and last he glances 
at his watch which stops ticking. 

The very busy practitioner may make 

rounds in a hurry; he comes through the door 
(Continued on page A-21) 
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for the average 


patient in 


everyday practice 


© well suited for prolonged therapy 
well tolerated, nonaddictive, essentially nontoxic 


© no blood dyscrasias, liver toxicity, Parkinson-like syndrome 


or nasal stuffiness 

chemically unrelated to chlorpromazine or reserpine 

© does not produce significant depression 

» orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


Tranquilizer with muscle-relaxant action 


DISCOVERED AND INTRODUCED 
BY Wi] WALLACE LABORATORIES, New Brunswick, N.J. 


2-methyl-2-n-propyl-1,3-propanediol dicarbamate —U.S. Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 
Literature and Samples Available on Request 
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“Placebo” 


talking. “My, you’re looking fine today, yes, 
indeed.” 

The patient prepares to answer. By now 
the practitioner is halfway across the room. 

“Fine flowers.” He’s made the turn. 

“Pain’s all gone, huh? No complaints? Well 
that’s fine.” He’s reached the door. 

“See you tomorrow. If you’ve got any 
questions, say so.” The door closes. This is 
known as the touch-and-go technic. On the 
way down the hall to the next room, he lis- 
tens to his pocket radio for the latest calls. 

The busiest man in the hospital is the 
young internist who spends two hours just 
writing the orders for lab work on his first 
patient, a hypochondriac. 

Finally, there’s the relaxed method of mak- 
ing rounds. This is practiced most effectively 
by those who in the past were convinced that 
all complaints were functional, and now con- 
clude they’re just psychosomatic. The prac- 
titioner enters the room slowly. 

The patient begins, “I’ve not had a good 
deep breath in 12 hours; I’m bloated, my eyes 
TTA. 

The practitioner heads for the box of candy 
and takes two pieces, after squeezing several 
looking for a soft center. 


“I can’t sleep, I can’t eat, I’ve gained an- 
other pound, and this awful gas.” 

The doctor nods, picks up the paper and 
gets comfortable in the chair. 

The patient continues, “I ache all over, I’m 
too weak to move, and I’m numb half the 
time.” 

The sports page finished, the doctor hands 
the paper to the nurse, neds to the patient 
and leaves. 

The patient relaxes, turns to the nurse and 
says, “He’s the first doctor who ever under- 
stood my case.” 
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Give your patient that extra lift 
with “Beminal” 817 when high 
vitamin B and C levels are required. 


“Beminal” 817—each capsule contains: 


Thiamine mononitrate (Bi) 25.0 mg. 
Pyridoxine HC] (Bo) 3.0 mg. 
Vitamin C (ascorbic acid) 150.0 mg. 


Dosage: 1 to 3 capsules daily, or more, depending 
upon the needs of the patient. 


Supplied: Bottles of 100 and 1,000 capsules. 


or AYERST LABORATORIES 
New York, N. Y. * Montreal, Canada 


5702 


N 
| UY 
| il 
| 
Vitamin with intrinsic factor 
| concentrate U.S.P. Unit 
improved formula 
| | 
: 
” 
‘BEMINAL: 
| 
A21 


Your 


© URINARY INCONTINENCE 


Q. A 74 year old woman has urinary inconti- 
nence which began about three years ago and 
has been slowly progressive. She is unable to 
control urination when at home but may be com- 
fortable for several hours when riding in a car. 
She also has nocturnal frequency. Chemical tests 
and microscopic examinations of the urine have 
been negative except that the specific gravity has 
been rather low—1.005 to 1.010; however, the 
amount of solids passed in 24 hours is above 
average. One reason for this, I believe, is an 
increase in her caloric intake. 

Prior to a cholecystectomy in March 1956, the 
patient was unable to retain food and lost a great 
deal of weight. Since the operation, she has re- 
gained her appetite and her weight is normal. 
An abdominal paracentesis was done before the 
cholecystectomy. All tests made at that time 
showed her jaundice was caused by extrahepatic 
obstruction. A short time after the operation, a 
small caruncle was excised and a rectocele re- 
paired. Because the patient manages to control 
urination well at times, could incontinence be 
caused partially by muscle inco-ordination? 

She has been taking 0.1 mg. digitoxin daily, 
1/60 gr. strychnine sulfate three times daily, and 
vitamins. 

What is your opinion regarding the diagnosis 
and treatment of this patient? 

M.D.—South Dakota 


A. There is nothing in the history that tells us 
whether this patient may have had difficulty at 
the time her children were born. She was oper- 


westions answered 


Readers may send questions from 
their own practice or other medical 
problems which will be answered 
by qualified consultants. Replies are 
forwarded by mail immediately and 
selected questions and answers are 
published each month in this section. 


ated later for a rectocele, and it is possible there 
was some injury during childbirth to the muscles 
controlling the urine, either at the neck of the 
bladder or surrounding the urethra. 

The question was asked: “Could the inconti- 
nence be caused partially by muscle inco-ordina- 
tion?” I think that is possible. Neurogenic causes 
may be operative and I think a neurologic ex- 
amination of the vulva, perineum and the urethra 
would be useful in making a diagnosis. Also, I 
would advise a cystometrogram to ascertain this 
patient’s expulsive power, and I would want to 
know whether she has any residual urine. 

As to treatment, we have been quite successful 
in dilating the urethra and exercising the blad- 
der with hydrostatic pressure using a dilator as 
a catheter and allowing the solution to run in 
until the bladder is overdistended, then letting it 
out, and exercising the bladder muscle in that 
way. In addition, we have found Arnold H. 
Kegel’s instrument useful, and I think it should 
be tried in this instance. This instrument, which 
is introduced into the vagina, has a gauge so 
that the patient can watch the control by exer- 
cising the rectal muscles and the muscles at the 
neck of the bladder. 

Of course, there are many surgical procedures 
that can be done—turning a flap of fascia around 
the urethra, or some of the more advanced surgi- 
cal measures such as opening the bladder from 
above, suturing it high and removing a section 
of the trigone so as to narrow that area. 

Before any surgery is done, however, I think 
a more accurate diagnosis of the cause of the 
incontinence should be made. 

(Continued on page A-26) 
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in millions of doses 
in millions of patients 


Pentids 


Squibb 200,000 Unit Buffered Penicillin G Potassium Tablets 


just1or 2 tablets 


Effectiveness and safety 
confirmed by five years’ experience 
in millions of patients 


Convenient t.i.d. dosage—may be 
given without regard to meals 


Economical for the patient— 
far less costly 
than newer penicillin salts 


Bottles of 12 and 100 tablets 


dat 4 Squibb Quality—the Priceless Ingredient 


*pPenTios’® is A SQUIBB TRADEMARK 
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(Zoxazolamine,* McNeil) 


ngestic coated 


(ENTERIC) 


ROMPT RELIEF IN LOW BACK PAIN 


With FLEXIN, “...17 of the 20 patients with 
post-traumatic muscle spasm of the low back had 
excellent or good responses."’’ 

AVAILABLE: Tablets, Engestic Coated, pink, 


250 mg., bottles of 36. 
Tablets, scored, yellow, 250 mg., bottles of 50. 


1. Wallace, S. L.: Zoxazolamine (Flexin) in Low 
Back Disorders, to be published. 


*U.S. Patent Pending 
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® PARTIAL ALOPECIA AT MENOPAUSE 


Q. A 51 year old white woman states that her 
eyebrows have become much thinner during the 
past six months. There is no history of recent 
fever or illness and no medication has been 
used locally. I would appreciate information as 
to possible causes of this condition and the 
treatment to be used. 


M.D.—Louisiana 


A. Partial alopecia of the scalp or eyebrows or 
both may occur preceding. during or shortly 
after the menopause. Localized forms of alopecia 
of the eyebrows, either partial or complete, may 
accompany the very uncommon skin condition 
known as ulerythema ophryogenes and also are 
often associated with various types of leprosy. 


Second consultant: In a woman this age one 
must rule out fungous infection of the eyebrows. 
A culture of scrapings should be made to elimi- 
nate Microsporum infection, which sometimes 
occurs in older people. Other than this, I can 
think of no other cause except trichotillomania 
or hormonal changes. 

PREMARIN® ointment rubbed in the eyebrows 
at night might stimulate regrowth of the hair. 


Your Questions Answered 


©® ADRENAL FUNCTION AND SURGERY 


Q. A middle-aged woman is scheduled to hay. 
a hymenectomy. Her history indicates she ha: 
asthma which was treated with cortisone for » 
relatively short time about three and a half to 
four years ago. Since that time, she has had nv 
cortisone therapy; symptoms of asthma have not 
been present in recent years. When she was ad- 
mitted to the hospital for the operation, exami- 
nation revealed no signs of asthma. 

Should an adrenal function study with a Thorn 
test be made prior to the contemplated opera- 
tion? Is intravenous PENTOTHAL® sodium anes- 
thesia contraindicated for this patient? 


M.D.—Massachusetts 


A. If this patient has had no cortisone therapy 
for a period of three and a half years and if the 
general physical examination reveals no gross 
abnormality, there seems to be no need for the 
Thorn test prior to the contemplated surgery. 
The adrenal cortex should have recovered from 
the depressing effects of cortisone therapy long 
before this time. 

There is no known contraindication for Pen- 
tothal sodium in the surgery. 

(Continued on page A-28) 
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moderates vasomotor disturbances 


generates a sense of well-being 
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LANTEEN’ 


for natural acceptance of your prescribed contraceptive regimen + fulfills your patient's 
natural wish that her possessions reflect her femininity. Each Lanteen Exquiset contains: 3 oz. 
tube of Lanteen spermicidal jelly, soothing, cleanly scented; easy-to-insert, molded, flat spring 
diaphragm; Easy-Clean applicator ; universal inserter —all fitted into a stylish, soft plastic purse. 


Lanteen jelly contains ricinoleic acid 0.50%, hexylresorcinol 0.10%, chlorothymo!l 0.0077%, sodium benzoate and glycerin in a 
tragacanth base. Lanteen jelly and flat-spring diaphragm sets are distributed by George A. Breon & Company, 1450 Broadway, 
New York 18, N.Y. (In Canada: E. & A. Martin Research Ltd., 20 Ripley Ave., Toronto, Canada.) Manufactured by Esta Medical 
Laboratories, Inc., Chicago 38, Ill. *Trademark of George A. Breon & Company 
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Naturally she'll appreciate efficacy with elegance 


URINE ALKALIZATION 


A 50 year old man who has had many uric 
acid calculi has been placed on a purine-free 
and alkali-ash diet. but his urine still remains 
acid and uric acid crystals are still present. What 
would you suggest for alkalizing the urine? 


M.D.—Florida 


I have two suggestions: First, if the patient’s 
4 ia cardiovascular system permits, maintain a mini- 
Kee mum 24 hour fluid intake of 3000 cc.: second, 
one maintain pH of the urine as close to 8 as pos- 
sible. It is necessary to experiment with the in- 
dividual patient to find how frequently alkali 
must be given for this purpose. One can use a 
mixture of sodium and potassium citrates or 
simply sodium bicarbonate, administering one 
teaspoonful after each meal, at bedtime, and 
midway between the time the patient goes to bed 
and the time he gets up. At this point, he should 
also drink a couple of glasses of water; then he 
should check the pH of his urine, a procedure 
he can be taught to do. The dose and frequency 
of administration of the alkali should be ad- 
justed so that a specimen voided at any time will 
turn the nitrazine indicator dark green or, better 


still, blue. 


Your Questions Answered 


® DISCOLORATION AND LOSS OF NAILS 


I would like advice regarding a patient wo 
has had an erosion and a green discoloration f 
her nails for several years; the nails are now 
dropping off. 

I think it is caused by a species of Trichoph y- 
ton. This patient is 200 miles from the nearest 
place where she could receive special treatment 
such as x-ray therapy. It would be difficult for 
her even to come to my office or to our local hos- 
pital for regular treatments. 

I have advised a daily treatment of Castellani’s 
paint, followed by a coating of nail varnish to 
close the nail cuticle and the skin margins of 
the nails. 

M.D.—Alberta 


It is most important to send this patient to 
an institution where a cultural work can be done. 
In cases of T. ruba some good results have 
been obtained by using pregnenolone by mouth. 
Local application of Verdefam, made of the vari- 
ous sweat acids and produced by the Texas Phar- 
macal Company of San Antonio, Texas, also may 
be effective. This is painted on the areas twice 
daily. 
(Continued on page A-30) 
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ELECTROCARDIOGRAPHY 
DEVELOPED 


CATHETERIZATION 
MONITOR RECORDER 
(MULTI-CHANNEL) 


“SIMPLI-TROL” PORTABLE 
ELECTROCARDIOGRAPH 


The first Cambridge Electrocardiographs 
were introduced over thirty-five years 
ago. From the beginning, these fine in- 
struments consistently produced accu- 
rate Electrocardiograms. As the science 
of Electrocardiography has developed, 
CAMBRIDGE has been ready with new 
instruments of greater scope to serve 
the ever increasing requirements of the 
Cardiologist. 


Three of the more recent instruments 
are shown above. The AUDIO-VISUAL 
HEART SOUND RECORDER enables the 
Doctor simultaneously to HEAR, SEE and 
permanently RECORD heart sounds. The 
CATHETERIZATION MONITOR-RECORDER 
is a flexible and comprehensive instru- 
ment that indicates and simultaneously 
records EKGs, pulse waves, EKYs, 
BCGs, pneumograms, intra-cardiac 


PIONEER MANUFACTURERS OF 


CAMBRIDGE ALSO MAKES ELECTROKYMOGRAPHS, 
PLETHYSMOGRAPHS, AMPLIFYING STETHOSCOPES, 
RESEARCH pH METERS, AUTOMATIC CONTINUOUS 


AUDIO-VISUAL 
HEART SOUND RECORDER 


OPERATING ROOM 
CARDIOSCOPE 


“SIMPLI-SCRIBE” DIRECT WRITER 
ELECTROCARDIOGRAPH 


blood pressures, etc. The OPERATING 
ROOM CARDIOSCOPE provides continuous 
observation of the electrocardiogram 
and heart rate during surgery and warns 
of approaching cardiac standstill. Not 
shown is the EDUCATIONAL CARDIOSCOPE, 
an invaluable aid in teaching electrocar- 
diography and auscultation by audio- 
visual demonstration. 


The Doctor, Hospital or Institution se- 
lecting a CAMBRIDGE is assured of com- 
plete satisfaction . . . an instrument de- 
signed and built by precision instrument 
makers. 


Send for descriptive literature 


CAMBRIDGE INSTRUMENT CoO., INC. 


3732 Grand Central Terminal, New York 17, N.Y. 


Chicago 39, 4000 West North Avenue 
Philadelphia 4, 135 South 36th Street 
Cleveland 15, 1720 Euclid Avenue 
Detroit 2, 7410 Woodward Avenue 


THE ELECTROCARDIOGRAPH 


CAMBRIDGE 


BLOOD PRESSURE RECORDERS, INSTRUMENTS FOR ELECTROCARDIOGRAPHS 


MEASURING RADIOACTIVITY, ETC. 


February 1957 


4 
@ 
| 
A-29 


© GASTROINTESTINAL BLEEDING IN PREGNANCY 


Q. This inquiry concerns a 34 year old woman 
who is two and one-half months pregnant. Three 
previous pregnancies were uneventful. 

This patient had episodes of heavy gastro- 
intestinal bleeding in the spring of 1952 (first 
bleeding). Because of successive bleeding epi- 
sodes, she underwent surgery in August 1952. 
At that time a splenectomy was performed, but 
no splenorenal shunt was possible because of 
obstruction of the splenic vein by thrombosis. 
She got along quite well until July 1954, when 
she had a massive hemorrhage requiring a trans- 
fusion of eight pints of blood. Since that time, 
she has had a few minor episodes of bleeding. 


M.D.—Minnesota 


A. I have discussed this case with several 
people who are interested in the problem of 
esophageal varices, which this patient probably 
has. Since she has had only moderate episodes 
of bleeding for the past two years, there seems 
to be no indication for any operative treatment 
for the bleeding at this time, particularly in the 
presence of pregnancy. There is nothing about 
pregnancy to make bleeding more likely now. 

She should, of course, be guarded against 
anemia, utilizing blood transfusions if necessary. 

If the thrombosis of the splenic vein has not 
extended all the way back into the portal system, 
a further attempt at a shunt procedure should 
be made after pregnancy has terminated. 


Second consultant: Because the patient had a 
splenectomy and an attempted splenorenal shunt, 
it is assumed that the bleeding arose from esopha- 
gogastric varices. If not already done, presence 
or absence of varices could be determined by a 
barium meal during roentgenoscopy and, if nec- 
essary, esophagoscopy. Since the splenic vein is 
described as being obstructed by thrombosis and 
no mention is made of the presence of cirrhosis 
of the liver, it is assumed that the patient had 
extrahepatic portal obstruction. 

Additional bleeding from these presumed vari- 
ces could constitute a great hazard during preg- 
nancy, and the impression is gained that bleeding 
is particularly likely to occur in this situation 
toward the end of term. Perhaps this is because 
of the hypervolemia during pregnancy and the 
regurgitation of gastric contents into the esopha- 
gus near term, which could produce regurgitant 
esophagitis. 


Your Questions Answered 


If the patient has extrahepatic portal obstric- 
tion, it would be unusual to find that direct poria- 
caval shunt is possible, because in most instances 
the portal vein itself would be involved in the 
thrombotic process. In a few patients, such a 
shunt has been anatomically feasible as deter- 
mined by exploratory laparotomy in which portal 
pressure was measured and a portal venogram 
made. If a shunt is not feasible, direct attack 
could be made on the esophageal varices either hy 
transesophageal ligation of the enlarged veins or 
by resection of the esophagus and upper stomach. 

If any such major procedure is to be contem- 
plated, it should be done early in the pregnancy. 
If other factors permit it, a good case could be 
made for therapeutic abortion for a patient with 
this disease who already has three children. Little 
can be done to prevent bleeding during preg- 
nancy if it is allowed to go to term and these 
other measures are not carried out. It is possible 
that institution of a medical program similar to 
that used for peptic ulcer might prove beneficial 
by minimizing the chance of initiating any hem- 
orrhage by acid-peptic factors. 


EDEMA FOLLOWING MASTECTOMY 


Q. Three months ago, a patient had a radical 
mastectomy which was based on a pathologic 
diagnosis of duct cell carcinoma grade 3 or 4. 
Recovery was uneventful except for extensive ac- 
cumulation of fluid under the medial flap. The 
fluid has been aspirated repeatedly in quanti- 
ties ranging from 50 to 200 cc., and at times it 
has been bloody. This condition persists after 
three months despite continued use of aspiration 
and pressure dressings. The patient has also had 
x-ray therapy since surgery. All healing is good 
and the patient’s general condition is good. 


M.D.—Colorado 


A. Occasionally, fluid will continue to accumu- 
late for a long time after radical mastectomy. 
Usually, however, this tendency spontaneously 
ceases before three months. I know of no way 
that healing can be hastened except perhaps by 
continued use of aspiration and pressure dress- 
ings. Possibly the insertion of a small plastic 
catheter associated with a pressure dressing for 
a couple of days would help, although one hesi- 
tates to run the risk of introducing infection by 
such a manipulation. It also might be worth- 
while to send some of the fluid to a cytologic 
laboratory to see if cancer cells are present. 
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lets, bottles of 20 and 100. Pink, 
1 mg. oral tablets, bottles of 100. 
Both are deep-scored. 


*Schwartz, E.: New York J. Med. 
56:570, 1956. 
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in bronchial a 


sth m: 


Sterane 


brand of prednisolone 


whenever corticosteroids 
are indicated 


provides restoration of breathing capacity — Relief of symptoms 
bronchospasm, cough, wheezing, dyspnea] is maintained for lon 

periods with relatively small doses.* 


minimal effect on electrolyte balance — “‘in therapeutically effective 
doses... there is usually no sodium or fluid retention or potassium 
loss.”* Lack of edema and undesirable weight gain permits more 
effective therapy particularly for those with cardiac complications. 


PFIZER LABORATORIES, Brooklyn 6, New York 
Division, Chas. Pfizer & Co., Inc. 
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quicker relief 
and shortened disability 


in Herpes Zoster and Neuritis 


Protamide’® 


... Five Year Clinical Evaluation 


Promptly 


With only one to four injections of Protamide® prompt 
and complete recovery was obtained in 84% of all herpes 
zoster patients and in 96% of all neuritis patients treated 
during a five-year period by Drs. Henry W,, Henry G., 
and David R. Lehrer (Northwest Med. 75:1249, 1955). 


The investigators report on a total of 109 cases of 
herpes zoster and 313 cases of neuritis, all of whom 
were seen in private practice. All but 

one patient in each category 

responded with complete recovery. 


This significant response is attributed to 
the fact that Protamide therapy was started 
promptly at the patient’s first visit. 


The shortening of the period of disability 
by this method of management is 
described as “a very gratifying experience 
for both the physician and the patient.” 


Protamide® is a sterile colloidal solution prepared 
from animal gastric mucosa .... free from protein 
reaction... virtually painless on administration 
...used intramuscularly only. Available from 
supply houses and pharmacies in boxes of ten 
1.3 cc. ampuls. 


PROTAMIDE® 


Protamide’ 
...a product of Leboratories 


Detroit 11, Michigan 
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POSTGRADUATE MEDICINE’S REPORT FEBRUARY 1957 
of late news of interest to the practicing physician 


CARDIOLOGY 


High lights of the annual meeting of the American College of Cardiology: 

® Infarcts should be classified on clinical grounds as mild, moderate or 
severe. Patients with mild infarcts should be allowed up sooner than the con- 
ventional six weeks. 

@ Serum transaminase testing should be done as soon as possible after a 
coronary accident, preferably in the first 24 hours.—Dr. John S. LaDue, Sloan- 
Kettering Institute. 

@ Congestive heart-failure, hypertension and cardiac enlargement are con- 
traindications to palliative types of surgery now available for coronary artery 
disease.—Dr. Alvin A. Bakst, Jewish Hospital, New York. 

® A silicone rubber ball has been adapted as a noiseless prosthetic valve for 
aortic insufficiency.—Dr. Charles A. Hufnagel, Georgetown University. 


A.A.A.S. REPORTS 


High lights of the 123rd annual meeting of the American Association for the 
Advancement of Science: 

®@ Biochemical biopsy, a simple technic of measuring enzyme levels in body 
fluids and tissues, is making possible the diagnosis of certain forms of cancer, 
heart disease and liver disease. Extension of the concept to other tissues and 
organs is limited only by the number of enzyme systems studied to date-——Dr. 
Felix Wroblewski, Sloan-Kettering Institute. 

@ The relative number of patients with schizophrenia is independent of the 
social group from which they come. Upper social classes are more susceptible to 
manic depression——Drs. John A. Clausen and Melvin L. Kohn, National Insti- 
tute of Mental Health. 

@ An uneven dental bite is a common cause of vertigo. In a study of 54 
patients, 52 received relief from dental treatment. One woman who had had 
vertigo for 20 years had submitted to two cranial operations.—Herbert T. Kelly, 
M.D. and David J. Goodfriend, D.D.S., Philadelphia. 


GALLBLADDER CANCER 


Occurrence of carcinoma of the gallbladder is 50 to 100 times more prevalent 
when the patient’s history shows presence of gallstones, Dr. Walter J. Burdette, 
St. Louis University, told the Southern Surgical Association. He stressed the 
importance of immediate surgery when the presence of gallstones or other gall- 
bladder complications shows it is justified. 
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DERMATOLOGY AND SYPHILOLOGY 


What's Happening in Medicine 


High lights of the 15th annual meeting of the American Academy of Derma- 
tology and Syphilology: 

@ Skin irritations caused by contact with cinnamon seem to be increasing. 
It may be the cause of some cases of “housewives’ hands.”—-Dr. Edmund F. 
Finnerty, Jr., Tufts University. 

®@ A technic for treating deeply depressed facial scars resulting from acne or 
chickenpox involves cutting the fibrous strands beneath each scar, then injecting 
fibrin foam beneath the floor of the scar to raise it to facial level—Dr. Arthur S. 
Spangler, Harvard Medical School. 

@ Subjective response and double-blind tests on 1000 patients indicate that 
tranquilizers are valuable adjuncts in the treatment of skin eruptions caused 
or aggravated by emotional stress—-Dr. Harry M. Robinson, University of 
Maryland. 

@ There is need for treating latent syphilis as well as early, infectious cases. 
A 24 year follow-up of 408 male Negroes who volunteered to remain untreated 
for latent syphilis shows a life expectancy reduction of about 24 per cent. In 
about a third of the group on whom autopsy was done, involvement of the cardio- 
vascular system was the principal cause of death—-Dr. John C. Cutler, U.S. 
Public Health Service, Washington. 

@ An 11 year study shows that the results obtained by using penicillin alone 
in the treatment of syphilis are virtually the same as those by using penicillin 
plus therapeutic malaria.—Dr. Arthur C. Curtis, University of Michigan. 


PSYCHOANALYSIS 


ENZYMES AND HEALING 
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High lights of the meeting of the American Psychoanalytic Association: 

@ Chlorpromazine and reserpine often make possible the initiation or con- 
tinuation of analysis in patients otherwise too disturbed to be analyzed. It is 
probable that patients who respond well to these drugs may do especially well 
with classic psychoanalysis.—Dr. Mortimer Ostow, New: York. 

@ A tenacious hold on obsessive or fixed thoughts (“one track mind”) repre- 
sents a defense maneuver similar to that of a child holding on to his mother. The 
individual thus sucks on ideas rather than on the breast.—Dr. Joseph C. Solo- 
mon, San Francisco. 


Careful administration of enzymes can accelerate the healing process in both 
humans and animals; but the mechanism by which the beneficial results are 
obtained remains shrouded, it was agreed at the Conference on Proteolytic En- 
zymes at the New York Academy of Sciences. ‘ 

Dr. Maurice S. Segal, Tufts University, said inhalation of aerosol sprays con- 
taining enzymes had proved valuable in clearing congestion of the lungs. 

Dr. Ira Jackson, assistant professor of neurosurgery, University of Texas, said 
trypsin had proved valuable in shortening recovery time from air encephalogram 
procedures. 

Dr. A. Lee Lichtman, New York Polyclinic Medical School and Hospital, 
found that trypsin was effective in reducing resolution and repair time from 10 
to 3 days in 355 cases where black eyes, hematomas or severe bruises were sus- 
tained. In sprained ankles, trypsin injections helped reduce swelling quickly so 
that casts could be applied to fit tightly. 

Dr. E. E. Cliffton, Cornell University Medical College, said when plasmin 
(protein-dissolving enzyme) is activated by streptokinase, the dead tissue in 
chronic ulcers, wounds and abscesses in the abdominal cavity is successfully 
removed and is followed by rapid healing in a high percentage of cases. 
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when infection strikes the respiratory tract... 


(Erythromycin, Lilly) 


provides singularly effective antibiotic therapy, because 


e Virtually all gram-positive organisms are inher- 
ently sensitive 


The usual adult dose is 250 
mg. every six hours. e Allergic reactions following oral therapy are rare 


Available in specially coated 
tablets, pediatric suspension, 
drops, ointments, and I.V. 
ampoules. e Normal intestinal flora is not appreciably disturbed 


e Bactericidal action kills susceptible organisms 


732024 


ELI LILLY AND COMPANY -« INDIANAPOLIS 6, INDIANA, U.S.A. ‘4 
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A 27-vear-old man, a chronic alcoholic, was admitted y 
tory of an alcoholic spree followed by a cough, 
and chills and fever, 


ith a} 
Lreenish Sputum 


Physical examination showed a temperature of 104 F 
indicated pneumonia in the right lower lobe. This was confirmed 
by X-ray. The sputum revealed gram-positive diplococe; and 
blood culture subsequently grew Type VI] pneumococci, 

The patient y as treated with erythromycin, 300 mg. every six 
hours per os. His temperature dropped to normal by 48 hours and 
X-ray of the chest revealed considerable clearing by the fourth 
hospital day, After 10 days hospitalization, the patient w 
for discharge. 


and 


as fit 


‘lest Antibiotics Symposium, Wwe reported the Successful treatment with 
Mromycin of H. influenzae pneumonia and bacteremia. A second patient 
vith /7, influenzae Pneumonia and bacteremia had a clinical course almost 
identical to the one previously reported, with cure obtained | 


treatment th 
500 mg. of erythromycin per os 


very four hours for 14 days. 


Of these 132 patients with bacterial pneumonia, 127 (96%) had a £00d clinica] 
result. One patient with lobar pneumonia had a 00d initia] response but had 


delayed resolution after treatment. 
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In one investigation, 75 adult patients with bacterial pneumonia 
were treated with erythromycin. In his summary, the clinician re- 
ported: “‘It is concluded that erythromycin is highly effective in the 
treatment of pneumonia due to gram-positive bacteria.’” 

This, of course, is only one of many reports showing the effective- 
ness of ERYTHROCIN against coccic infections. You’ll get the same 


good results (nearly 100% in common, bacterial re- Abbott 
spiratory infections) when you prescribe ERYTHROCIN. 


Erythrocin 


(Erythromycin, Abbott) 


STEARATE 


Ub Seuious Side Occurred” 


After a study of 171 patients treated with erythromycin, the investi- 
gator wrote: ‘‘No serious side effects occurred with prolonged therapy 
or with doses up to 8 Gm. per day in the severe infections.’”! 
Actually, ERYTHROCIN stands on a remarkable record of safety. 
After four years, there’s not a single report of a severe or fatal reac- 
tion attributable to erythromycin. In addition, you'll find allergic 


manifestations rarely occur. Filmtub ERYTHROCIN 
Stearate (100 and 250 mg.), in bottles of 25 and 100. bbott 


® Filmtab— Film-Sealed tablets, Abbott; pat. applied for. 


1. Romansky, M.J., et al., Antibiotics Annual 1955-1956, p. 48, 
2. Waddington, W. S., Maple, F. C., and Kirby, W. M. M., 


A.M.A. Archives of Internal Medicine, 1954, p. 556. 
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Tablets 


MEPHYTON. 


(VITAMIN K), MERCK) 


“*... vitamin K, is more effective than any other 


agent now available in combating drug-induced 
hypoprothrombinemia.’" ‘‘Vitamin Ki appears to 
be equally effective by the oral or intravenous 
route.’’2 Beneficial effects are apparent in 6to10 
hours following oral use. 


Supplied: Oral MEPHYTON—tabiets of 5 mg. of vitamin K ;, in bottles of 100. Emulsion of MEPHYTON 
—in boxes of six l-cc. ampuls, 50 mg. of K; per cc 


References: 1. Gamble, J.R., et al. Arch. Int. Med. 95:52, 1955. 2. Gamble, JR, et al J Lab. & 
Clin. Med. 42:805, 1953. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO..INcC. PHILADELPHIA 1. PA. 
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Pentobarbital sodium and Carbromal. In 


-PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 


DPEDSIC Medicine 


_ Dr. Samuel A. Levinson 
Dr. Milton Helpern 
Dr. Maier I. Tuchler 


Editors 


Forensic Medicine Needs the 
General Pathologist 


FRANK P. CLEVELAND* 


Cincinnati College of Medicine and Surgery, Cincinnati 


Forensic medicine, 
particularly forensic pa- 
thology, has been mak- 
ing slow but steady 
progress in this country. 
Leadership in the field 
has been primarily in the 
hands of a few farsighted 
pathologists whose ef- 
forts in recruiting and 
training young physi- 
cians have resulted in 
an increasing number of 
qualified forensic pathologists. For some unex- 
plained reasons, the adoption of the medical ex- 
aminer system for investigation of medicolegal 
deaths has occurred mainly in the East, having 
spread from Boston and New York City into New 
Hampshire, Rhode Island, Connecticut, Mary- 
land and Virginia; whereas, the coroner system 
has been retained in other parts of the United 
States. 


FRANK P. CLEVELAND 


*Assistant Professor of Industrial Health and Pathology, Cincinnati 
College of Medicine and Surgery; Head of Division of Forensic 
Pathology, Kettering Laboratory, Cincinnati, Ohio, and Assistant 
Coroner and Pathologist for the Coroner of Hamilton County, Ohio. 


It is relatively easy to enumerate the commu- 
nities that are receiving the best possible services 
in forensic sciences. On the other hand, it is 
astounding to note the number of communities 
with virtually no facilities for scientific investi- 
gation of fatal cases. There are many reasons for 
this lack of proper investigation. In some areas, 
laws governing functions of the coroner’s office 
are old—but this is merely an excuse. Far too 
often, community officials holding the purse 
strings are reluctant to provide the money neces- 
sary to do a good job; thus, responsible physi- 
cians are discouraged from seeking the office of 


‘ coroner. Too often the law permits a lay person 


to hold this office: the number of qualified pa- 
thologists who devote full time to forensic medi- 
cine is exceedingly limited; there are probably 
less than 200 in the United States. Moreover, in 
many areas, cooperation between law enforce- 
ment agencies and the coroner’s office is non- 
existent. 

In any community where an intelligent physi- 
cian acts as coroner, that office can function 
properly “as long as the physician diligently per- 
forms his duties. The coroner’s major function 

(Continued on page A-40) 
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ATARAX 


(brand of hydroxyzine) 


brings peace of mind 
WITHOUT DISTURBING MENTAL ALERTNESS 


QUICKLY-action starts within 15 minutes. 


SAFELY significant side effects 
reported. 


INDICATIONS: For the “more normal” patient, in 
conditions where emotional stress is a factor, 
such as: tension - anxiety - neuroses - senile 
anxiety - insomnia - climacteric - peptic ulcer 
functional G.I. spasm - hypertension - cardiac 
disease - anxiety, restlessness, night terror 
and hyperactivity in children. 


DOSAGE: Adults, usually one 25 mg. tablet, or 
two teaspoonfuls Syrup, three times daily. 
Children (over 3 years), usually one 10 mg. tab- 
let, or one tsp. Syrup, once or twice daily. 

Since response varies from patient to patient, 
dosage should be adjusted accordingly. 

SUPPLIED: Tablets: Tiny 10 mg. (orange) and 


—~~ 25 mg. (green), bottles of 100. Syrup: 10 mg. 
per teaspoonful, pint bottles. 


(BRAND OF HYDROD 


BIBLIOGRAPHY: 1. Farah, Luis: Preliminary study on the use of tytreuuine in psychosomatic affections. Intl. Rec. of 
Med. and G.P. Clin. 169:379:389 (June) 1956. 2. Robinson, Harry M., Jr., et al: Hydroxyzine (ATARAX) hydrochloride in 
dermatological therapy. J.A.M.A. 161:604 (June 16) 1956. 3. Shalowitz, M.: Hydroxyzine: a new therapeutic agent for 
senile anxiety states. Geriatrics 11:312 (July) 1956. 4. Noel, Guy: report by Neuropsychiatric Department of the Civil 
Hospital of Charleroi, Dec. 19, 1955. 5. Heuyer, G., Lang, J. L. and Chevreau, J. P.: Initial results obtained with ATARAX 
in child psychiatry. Children’s Neuropsychiatric Service, La Salpetriere, Paris. 6. Bayart, J.: On treatment by hydroxy- 
zine of nervous conditions during childhood. Presented at the International Congress of Pediatrics, Copenhagen 

Denmark, July 22-27, 1956. 
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is to investigate deaths within his jurisdiction 
and to determine the cause, mode and manner 
of death. It is at this point that the pathologist 
‘ becomes an important factor in the success of the 
fe coroner's office. It is here that the general pa- 
thologist can render a gratifying service to his 
community. To be sure, the forensic pathologist 
has specialized knowledge, training and experi- 
ence that too often the general pathologist does 
not have. However, the success of every patholo- 


he. gist rests on his ability to observe and to record 
a his observations as a permanent record for sub- 

ae sequent edification of other physicians. 

a The general pathologist is capable of doing 


forensic pathology if he is willing to secure the 
necessary additional training to sharpen his 
ability and apply it to medicolegal problems. 
His medical training has prepared him to de- 
scribe in detail the exterior of the body and the 
various organs within it. As a forensic patholo- 
gist, he must adopt several new concepts beyond 
the routine practice of general pathology. First 
and foremost, each autopsy must be complete. In 
legal medicine, there is no room for partial or 
incomplete autopsy. For instance, the number 
of pathologic conditions that may lie hidden 
within and beneath the scalp and within the cal- 
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varia is appreciated only by the practicing fo. en- 
sic pathologist. Inspection of the neck organs 
must also become a routine part of the postnor- 
tem examination, as too many cases of other\ ise 
unexplained death may be clarified by evid« nce 
of an acutely inflamed or obstructed larynx. 

In practicing forensic medicine, the patholo- 
gist becomes concerned with even more details. 
such as tattoos, abrasions. contusions, lacera- 
tions, gunshot or stab wounds or other marks. A 
tattoo may: be the most important factor in es- 
tablishing the identity of the deceased and must 
be described accurately or, even better, photo- 
graphed. It is not sufficient for the pathologist to 
state that death resulted from a gunshot wound. 
He must establish definite identification of the 
entrance and exit wounds, the characteristics of 
the entrance wound such as tight contact, close 
or distant, and the course of the projectile 
through the body. Where the victim has sustained 
blunt injury, examination may often provide 
sufficient evidence to indicate the structure of 
the weapon used. In other words, the forensic 
pathologist must be able to “read” the story of 
the crime from inspection of the victim, his cloth- 
ing and his environment. 

(Continued on page A-42) 
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antipruritic ointment supplied in 114-o0z. tubes and 1-lb. jars, 
and (liquid) 2-oz. bottles by THos. LEEMING & Co., INc., New York 17. 
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... part of every ///ness 


ANXIETY 


is part of 


GASTROINTESTINAL 
DISORDERS 


In every patient... 
a valuable adjunct 
to the customary therapy 


Supplied: Tablets, 400 mg., bottles of 50. 
Usual Dose: 1 tablet, t.i.d. 


Wyeth 
*Trademark 


anti-anxiety factor with muscle-relaxing action 
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MEPROBAMATE 


2-methy!-2-n-propyl-1,3-propanediol dicarbamate) 
Licensed under U.S. Patent No. 2,724,720 
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In the examination of a victim of stabbing. 
characteristics of the wounds may provide data 
as to length, width and number of cutting edges 
of the weapon. Equally important are tracing of 
the wound’s course and searching for metal frag- 
ments broken off in a bone or even a segment of 
bone, which will establish the metallic composi- 
tion of the weapon used and aid in its identifi- 
cation. The same type of procedure can be used 
in instances of gunshot wounds where the pro- 
jectile has passed through the body. 

Postmortem examination for legal purposes 
and the recording of findings differ from the 
usual hospital autopsy and report in several re- 
spects. The medicolegal pathologist must have 
some knowledge of the allied forensic sciences, 
for only then can he function effectively with the 
law enforcement agencies. Evidence derived from 
the body and clothing of the deceased must be 
preserved. Each item must be identified properly 
and then transferred to responsible agents, either 
in the county prosecutor’s office or in the police 
department. This is very important; for if there 
is a break in the “chain of evidence,” it may be 
impossible to use this evidence when a suspect 
is tried for commission of the criminal act. 

Another essential feature of the medicolegal 
autopsy is the pathologist’s ability to differentiate 
wounds induced by criminal assault from those 
induced by attempt at self-destruction or by ac- 
cident. The forensic pathologist must maintain a 
healthy suspicion during investigation of persons 
who, when in apparent good health, died sud- 
denly and of persons who, after postmortem ex- 
amination, showed no apparent cause of death. 
Usually, homicidal poisonings occur within this 
category of deaths. The pathologist must pre- 
serve in chemically clean bottles a specimen of 
each organ in sufficient quantity to permit a 
complete toxicologic analysis, should this be nec- 
essary, rather than the few tissue fragments 
needed to prepare the usual microscopic sections. 

Another problem the general pathologist faces 
in the field of forensic medicine is that of ap- 
pearing in court to give medical testimony. Gen- 
erally, all physicians, regardless of their special- 
ized medical field, dislike court appearance and 
procedure. Their reasons for hesitancy need no 
elaboration, for such is the fact. 

Despite the various problems arising from 
forensic pathology, lack of a sufficient number 
of trained pathologists in legal medicine is an 
immediate one that must be recognized. Even 
if all the facilities presently available for train- 
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ing forensic pathologists were fully utilized, he 
deficiency would still not be met in the forese- 
able future. At present, there are not enough .a- 
thologists to fill all the existing vacancies in ‘he 
general field, where the financial reward is usu- 
ally far greater than that in forensic patholoxy. 
The stimulus for solving this problem must arise 
from police and other enforcement agencies to- 
gether with encouragement and cooperation of 
practicing forensic pathologists. 

Need for the general pathologist in legal medi- 
cine is well known and somewhat urgent, and the 
only solution is to enlist his abilities. Inexperi- 
ence is no ban against recruiting his services, 
for he can become experienced in legal medicine 
only through practical exposure to the problems 
and by performing work involving their solu- 
tion. Additional help may be derived by thor- 
ough study of recognized authoritative works in 
the field of legal medicine.’ * 
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maximum efficacy with minimum risk 


SQUIBB METH-DIA-MER SULFONAMIDES 


mg. per 100 mi. 
v 


1 


BLOOD LEVELS IN MAN ON DOSAGE OF 6 GM. PER DAY 
$ 


SINGLE ‘‘SOLUBLE”* 


— After Lehr, Modern Med, 23:111 (Jan. 15) 1955. 


Terfonyl is absorbed as well as single “soluble” sul- 
fonamides, but is eliminated at a slower rate. For this 
reason, Terfonyl blood levels are much higher. 


In experimental infections (Klebsiella, Pneumococcus, 
Streptococcus), Meth-Dia-Mer sulfonamides have been 
shown to be from three to four times more effective 
on a weight basis than single “soluble” sulfonamides. 


Toxicity is minimal because normal dosage provides 
only one-third the normal amount of each sulfonamide. 
The body handles each component as though it were 
present alone, although therapeutic effects are additive. 


Terfonyl Tablets, 0.5 Gm., bottles of 100 and 1000. 
Terfonyl Suspension, 0.5 Gm. per 5 ml., pint bottles. 


0.167 Gm. each of sulfamethazine, sulfadiazine and sulfa- 
merazine per tablet or per 5 ml. teaspoonful of suspension. 


SQUIBB ‘TERFONYL’® 1S A SQUIBB TRADEMARK 
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Prosvective mothers of the present generation 
often accept, or even request, that their suspicion 
of being pregnant be confirmed by some labora- 
tory test. At times it is very important to make 
this diagnosis of a usually normal physiologic 
process which sooner or later becomes evident 
to all. If it must be sooner, some biologic test is 
performed. Young mice or immature rats, female 
African frogs, male American frogs and little fish 
have been used; but one of the simplest test ani- 
mals to handle in the laboratory is the young. 
fully grown, nonpregnant rabbit. In such an ani- 
mal a positive test is demonstrated easily. The 
test, modified in various ways, is the Friedman 
test.! However, one of the chief objections to the 
test is that 10 to 20 cc. of urine injected intra- 
venously frequently will kill the rabbit, and rab- 
bits are not cheap. 

Recently I received from my friend Jack C. 
Norris” of Atlanta a reprint of an article on a 
new method of performing the Friedman test. 
Norris uses whole unclotted blood injected, im- 
mediately after withdrawal from the patient. 
under the skin of a full-grown, female, virgin 
rabbit. The technic is simple: “Ten cubic centi- 
meters of whole blood, immediately after re- 
moval from the patient’s vein, is injected slowly 
subcutaneously. The rabbit is stretched out on a 
table, its feet held securely by an assistant’s 
hands. The syringe needle, 21 gauge, is stuck 
under the abdominal skin, held firmly in place 
and the blood is introduced cautiously, being 
certain that all of it enters the desired area. A 
nodule or swelling will occur, but it is rapidly 
absorbed. Thirty-six, or preferably 48 hours 


*Emeritus Staff, Division of Clinical Pathology, Mayo Clinic; Direc- 
tor of Laboratories, Rochester State Hospital, Rochester, Minnesota. 


Improved Friedman Pregnancy Test 


later the animal is inspected abdominally for 
ovarian hemorrhages.” 

At the time of his report, given at the meeting 
of the Southern Medical Association in Novem- 
ber 1955, Dr. Norris had used this technic in 
1.311 instances. The test has been positive 10 
days after a missed period, but 15 to 20 days 
past the missed period is the best testing time. 

Norris says, “The method devised has several 
improvements: (1) The use of urine, which is 
unpleasant to collect, and often unsatisfactory, 
has been almost entirely eliminated. (2) The 
possibility of error is decreased whenever sev- 
eral pregnancy tests are to be performed. (3) 
The method has a sound biologic basis in that 
the pregnancy hormone is constantly in the blood 
and increases in quantity. (4) Sterile specimens 
of blood can be mailed to the laboratory with- 
out fear of being contaminated and it keeps well. 
(5) Apparently it makes no difference, as far as 
we can tell, at what hour of the day or night the 
blood specimen is drawn. (6) Of most signifi- 
cance, whole unclotted blood introduced into 
the subcutaneous tissues of grown, virginal rab- 


‘bits does not kill them prematurely. (7) The test. 


because it does not kill the animals, is economi- 
cal, also highly reliable, almost foolproof and 
can easily be done.” 

Dr. Norris has found that most patients prefer 
to come to the laboratory to have blood speci- 
mens drawn rather than to collect a sample of 
urine to be sent to the laboratory. 
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As long as babies are born in the good old-fash- 
ioned way, and there is no evidence of a chang- 
ing trend, every baby is an individual . . . and 
every baby’s formula an individual problem for 
the physician. 


Herein lies the value of evaporated milk—the only 
form of milk for bottle feeding which has proved 
successful more than 50 million times. 


For evaporated milk permits flexibility in carbo- 
hydrate content . . . an element of the formula 
which can be, and should be, determined only 
by the physician. 


Evaporated milk supplies the higher level of pro- — 
tein sufficient to duplicate the growth effect of PET 
human milk . . . a major factor in infant growth. ay 
And only evaporated milk combines these ad- EVAPORATED 
vantages with sterility, ready availability, and MILK 


maximum economy. 


PET EVAPORATED MILK... the original evaporated milk 
with 72 years of experience, research, continuing improvement 


PET MILK COMPANY + ARCADE BUILDING «+ ST. LOUIS 1, MISSOURI 
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Arthritic patients—the very patients who 
need salicylate therapy most—are also the 
ones least able to tolerate salicylates over 
prolonged periods without gastric distress. 
This problem is now solved by the new 
Buffered Pabirin Products. The protective 
antacid (aluminum hydroxide) buffers 
against gastric irritation. PABA and the 
: antacid potentiate acetylsalicylic acid and 
3 rapidly create high, sustained blood levels 
with low salicylate dosage... higher than 
with PABA or buffers alone. Studies show 
that high salicylate plasma levels promote 


2- 


New...improved salicylate therapy 


| ina TANDEM RELEASE tablet 


STAGE DISINT 


The inner core of Buffered Pabirin 
Tablets containing acetylsalicylic 
acid alone begins to expand after 
the buffering action has started. 


an increase in production of adrenal cortical 
hormones. 


For resistant rheumatics, Buffered Pabirin 
AC Tablets provide the added benefits of 
hydrocortisone. The use of hydrocortisone 
with acetylsalicylic acid reduces corticoid 
dosage to minimize the danger of adrenal 
atrophy. And PABA retards breakdown of 
hydrocortisone by the liver thereby pro- 
longing its effect. 


Buffered Pabirin and Buffered Pabirin AC 
Tablets are both sodium and potassium free. 


SMITH-DORSEY * Lincoln, Nebraska «+ a division of The Wander Company 
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The outer layer of Buffered Pabirin Tablets 
quickly releases aluminum hydroxide for buffer- 
ing action. PABA to potentiate acetylsalicylic 
acid and therapeutic doses of ascorbic acid to 
offset depletion are also in the outer layer. 
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>> buffered for superior gastric tolerance 


>+ buffered for faster pain relief 


The inner core then disintegrates rapidly 
and permits fast absorption of the acetyl- 
salicylic acid. 

Buffered Pabirin AC Tablets release, in 
addition, hydrocortisone from the core. 


Fs for most rheumatoid arthritics 


Buffered Pabirin’ 


RESULT: 


e increased range of motion 
e faster pain relief 
e superior gastric tolerance 


for resistant rheumatics 


Buffered P abirin’ AC 


TABLETS TABLETS 
bs Hydrocortisone 2.5 mg. 
g 300 mg. Acetylsalicylic acid (5 gr.) 300 mg. 
i 300 mg. Para-aminobenzoic acid (5 gr.) 300 mg. 
q 50 mg. Ascorbic acid 50 mg. 
E 100 mg. Dried aluminum hydroxide gel 100 mg. 


Dosage: Two or three tablets 3 or 4 
times daily. In rheumatic fever three 
to five tablets 4 or 5 times daily. 
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Dosage: Initially, one or two tablets 4 
times daily, after meals and on retiring. 
Reduction of dosage.should be gradual; 
never stopped abruptly. 
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for every cough in the family 


CORICIDIN SYRUPF 


adds cold relief to cough control 


Next time you treat a family down with colds and cough, prescribe CORICIDIN 
Syrup all around. Adults as well as children like its delightful flavor, and 
it brings all-round relief, too... 


the cough... Both throat “tickle” and cough are relieved by CORICIDIN Syrup 
through its suppressive, decongestant and expectorant action. 


the cold...Sneezing, nasal discharge and other allergy-like symptoms of a 
cold are soon cleared by the unexcelled antihistamine in CoRICIDIN Syrup. 


and the patient...By stemming the progress of a cold, CORICIDIN Syrup 
helps prevent the often stormy aftermath of unchecked colds. Patients feel 
better, sleep better and recover more rapidly. 


Each teaspoonful (5 cc.) of CORICIDIN Syrup® contains: 

Dihydrocodeinone bitartrate . . . . . . 167mg. 
Chlorprophenpyridamine maleate . ... . 2 mg. 
Glyceryl guaiacolate ......... 30 mg. 


CORICIDIN Syrup is compatible with therapeutic 
amounts of other medicaments, 

such as codeine salts, belladonna tincture 

and ephedrine sulfate. 


dosage — Adults —One teaspoonful 
every three or four hours, 

not exceeding four doses daily. 
Children 6-12 years— 

One-half adult dosage. 

Younger children— 

Adjust dosage according to age. 


packaging — CoRICIDIN® Syrup, 
4-ounce, pint and gallon bottles. 


©Exempt narcotic. 


: 
4 
— 
| 
7 ii 
: 
: 
vi 
Dea 
1 


when coughing breaks the spell § 
control the cough with 


©exempt narcotic. 
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a happy start to control of children’s colds 
a fast finish for sniffles, sneezes, fever 


CORICIDIN' MEDILETS: 


(no caffeine) 
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comforting relief 
of children’s colds, fever... 


CORICIDIN MEDILETS 


(no caffeine) 


comfort for the child—Youngsters soon feel better when CORICIDIN i 
MEDILETS dispel their cold symptoms. The antihistamine component relieves . 
sneezing, nasal blockage and other allergic reactions while aspirin and ‘ e 
phenacetin exert prompt analgesic-antipyretic action on aches, pains and , a 
fever. 


easier for the mother — Mother’s worries about the cold and its possible 7 | 
complications dissipate as children show improvement. They become less SS fo ee 
irritable and are easier to care for. They sleep better, too. And these : ; 
confetti-gay tablets are easy to give because children like their cherry- , 1" 
lollipop flavor. | 
Each CoRICIDIN MEDILET contains: a 

Chlorprophenpyridamine maleate . . .... . . + + + «+ «+ + 0.75 mg. 
Under 6 years: One-quarter to one MEDILET according to age. 
Six to twelve years: One to two MEDILETS. 

The dose may be repeated every three or four hours 


but not more than six MEDILETS should be given 
within 24 hours. 


MEDILETS may be chewed and swallowed with liquids. 
For young children the tablet may be crushed 
and mixed with liquid or semisolid vehicles. 


packaging 
CoRICIDIN® MEDILETS,® bottles of 25 and 100. 
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FROM POSTGRADUATE MEDICINE’S CORRESPONDENTS 


LONDON 


Lung cancer again— 
The senior medical officer 
to London Transport, Dr. 
P. A. B. Raffle, recently 
reported to the Royal So- 
ciety of Health the results 
of an investigation into 
cancer of the lung rates 
among the staff of Lon- 
don Transport, which includes over 40,000 bus 
drivers and conductors. There was no evidence 
to suggest that diesel exhaust fumes produce an 
excess of lung cancer cases. Admittedly the fig- 
ures so far available are small, but they showed 
(with one exception) that the incidence of lung 
cancer among London Transport staff is actually 
lower than in the general population. The figure 
for the trolley bus engineering staff is highest 
even though this group of men is the least ex- 
posed to exhaust fumes. Combining the lung can- 
cer figures for the bus and trolley bus engineer- 
ing staffs showed that those in northeast and 
southeast London had the highest figures and 
those in the southwest the lowest. On the other 
hand, for bus drivers and conductors (who usu- 
ally live near their garages), those in southwest 
London had the highest figures and those in the 
northwest the lowest! The investigation also 
showed that bus conductors are more prone than 
bus drivers to bronchitis, but bus drivers are 
more prone to coronary thrombosis. 


Five years ago Dr. Richard Doll and Profes- 
sor Bradford Hill planned an investigation to 
ascertain the smoking habits of a defined group 
of men and women and subsequently to obtain 
information regarding the causes of death among 
this group. For this purpose, members of the 
medical profession in Great Britain were asked 
to reply to a simple questionnaire about their 
past and present smoking habits, and arrange- 
ments were made for the causes of death of all 
doctors subsequently to be made known to the 
investigators. Over 40,000 doctors made ade- 
quate answers to the questionnaire, and now 
that five years have passed the data have been 
analyzed and the results published in the British 
Medical Journal (November 10, 1956, p. 1071). 

On the basis of the answers sent in, the doc- 
tors were classified into a few broad groups— 
namely, nonsmokers and smokers (or exsmokers ) 
of three different amounts by cigarette, pipe or 
both. Among the men aged 35 and above, there 
were 1,714 deaths, including 81 from lung can- 
cer (in three others lung cancer was mentioned 
as a contributory cause). The present analysis 
shows that in this section of the population 
there was a marked and steady increase in the 
death rate from lung cancer as the amount smoked 
increased. Its death rate per year rises from 0.07 
per 1000 in nonsmokers (based, however, on one 
death only) to 0.47 per 100 in “light” smokers 
of 1 to 14 gm. a day, to 0.86 in “medium” 
smokers of 15 to 24 gm. a day, and finally to 

(Continued on page A-53) 
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1. Mier, J. M.; Surmonte, —. A.; Ginsberg, M., and Ablondi, F. B.: Strep- 
tokinase Intramuscularly in the Treatment of Infection and Edema. (Scientific 
Exhibit) Postgraduate Medicine Vol. 20, No. 3: 260-267 (Sept.) 1956. 


“OBSERVATIONS ON THE INTRAMUSCULAR USE OF STREPTOKINASE’ 


— 


t Lederie J LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY. PEARL RIVER, NEW YORK 
*Reg. U.S. Pat. Off. 
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Most patients showed beneficial clinical effect after 24 hours. 


No aggravation of infection. 


. No delay in wound healing. 


. Ten per cent of patients had temperature rise of 2 to 3° F., easily controlled by 


medication. 

No changes in peripheral blood picture. 

No significant alteration of prothrombin time. 

No fibrinolysis.* 

Some pain and tenderness at injection site in about 60 per cent of cases. 


No hemorrhage, hematoma or petechiae. 


. No granulomas at injection site. 


. No chills, cyanosis or allergic reaction. 


DOSAGE 


Five thousand units of streptokinase in 0.5 cc. of physiologic saline administered intra- 
muscularly twice a day for at least six doses. Treatment may be continued longer if 
necessary. It may be given preoperatively where considerable edema is expected post- 


operatively. 
PRECAUTIONS 


. An antibacterial drug must be given with the intramuscularly administered strepto- 


kinase. 


. Streptokinase should not be given to patients known to have defects in the clotting 


mechanism.” 


tNo fibrinolysis detectable in circulating blood stream. 


VARIDASE Intramuscular provides remarkable control of inflammation in many 
different types of lesions, simple or infected, including abscesses, cellulitis, 
epididymitis, hemarthrosis, sinusitis, and thrombophlebitis. 


VARIDASE Intramuscular (Water Soluble— No Oil)—Simple mixing instructions 
are included in the package literature. 


Administration: INTRAMUSCULAR, deep in the upper, outer quadrant of the 
buttock. 
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Gives fast relief of {> ; 
nasal congestion 


histamines alone. The combined action=: 
of a vasoconstrictor with an antihista- 
minic drug provides marked nésal 
decongestion, inhibits exceg§ 
tion...combats allergic rea 
dosage avoids patient misuse of nese 
drops, sprays and inhalants... eligi 
nates rebound congestion. Novahistinigs 
will not cause jitters or insomnia. 


Each Novahistine Tablet or teaspoon- 
ful of Elixir provides 5.0 mg. of phenyl- 
ephrine HC] and 12.5 mg. of prophen- 


pyridamine maleate. For patients who WN l O C k h e 


need greater vasoconstriction, Nova- 

histine Fortis Capsules, Novahistine l dl 

with APC and Novahistine with Peni- C O S € “Up 
cillin Capsules contain twice the 


amount of phenylephrine. eee 
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are complicated by 
useless, exhausting 


Novahistine-px: 


promptly controls coughs and 
clears obstructed air passages 


Each teaspoonful (5 cc.) of this palatable 
grape-flavored elixir contains: 


Phenylephrine hydrochloride 10 mg. 
Prophenpyridamine maleate 12.5 mg. 
Dihydrocodeinone bitartrate 1.66 mg. 
Warning: may be habit forming 

Chloroform (approximately) 13.5 mg. 
1-Menthol 1.0 mg. 

(Alcohol content, 10%; 
sugar, %) 
*Trademark 


Pitman-Moore Company 
Division of Allied Laboratories, Inc. 
Indianapolis 6, Indiana 
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1.66 per 1000 in smokers of 25 gm. or more a 
day (1 gm. is almost equal to one cigarette). 
The death rate of the heavy smokers is approxi- 
mately 20 times the death rate of the nonsmokers, 
state the investigators—though the numbers on 
which the statement is founded are admittedly 
small. 

The Minister of Health had promised earlier 
in the year, in the House of Commons, that the 
government would take such steps as were neces- 
sary to ensure that the public was kept informed 
of the relevant information regarding smoking 
and lung cancer “as and when it became avail- 
able.” On the publication of this report, there 
was a rush of questions (mainly from Socialist 
doctors anxious to air their opinions) in the 
House of Commons, but the Minister, while 
calling the report “important,” did not feel that 
it added much to previous knowledge on the 
subject. 

Tranquilizing drugs—Of the recently in- 
troduced tranquilizing drugs, meprobamate is 
said to be the fourth most commonly prescribed. 
known under the trade names of EQUANIL®, MIL- 
TOWN® and MEPAVLON®, in tablets of 400 mg. 
for oral use. A controlled trial of meprobamate. 
which has now been reported in the British Medi- 
cal Journal (November 24, 1956, p. 1206), was 
carried out at St. Thomas’s Hospital by Dr. E. 
D. West and Dr. A. F. de Fonseca. They found 
that in 151 psychiatric outpatients, meproba- 
mate produced some relief of symptoms in 58 
per cent of patients with chronic anxiety and 
tension states. The drug was not so effective, 
however, when anxiety or agitation was severe. 
Meprobamate was also compared with sodium 
amylobarbital in a “blind trial” of 51 patients. 
most of whom were in anxiety and tension states, 
but no marked differences were found in effec- 
tiveness between the two drugs. However, clini- 
cally, meprobamate often seemed more useful 
than a barbiturate where anxiety was a marked 
feature. Transient skin rashes occurred in five 
(2.5 per cent) of the patients treated. 

Sarcoidosis—There is no certain knowledge 
of the etiology of sarcoidosis, or even of whether 
it forms an etiologically homogenous group. 
Controversy about its relation to tuberculosis 
continues; and in a recent discussion at the 
Royal Society of Medicine, Dr. J. G. Scadding 
was of the opinion that the condition as seen in 
England was a variety of tuberculosis. Of 142 
cases which he had analyzed, no fewer than 14 

(Continued on page A-54) 
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had produced tubercle bacilli at one time or an- 
other. Bacilli were found in sputum, gastric con- 
tents or laryngeal swabs in 10 of them while 
they were still in a “sarcoid phase”; in seven on 
culture, and in three on direct microscopic ex- 
amination only. In these last 10 patients there 
was no change in the clinical or radiologic pic- 
ture at the time the bacilli were found. The usual 
failure of antibacterial treatment to produce any 
readily observable effect in sarcoidosis does not 
disprove this view, since the very indolent type 
of tuberculosis which is accompanied by low 
tuberculin sensitivity also may not respond in 
any obvious way to antibacterial drugs. Similar- 
ly the response which is often observed to corti- 
sone cannot be used as an argument against a 
tuberculous etiology, since in a number of cases 
of indolent tuberculosis, an immediate response 
to cortisone, combined with antibacterial drugs. 
may be observed. 


GENEVA 


Swiss Society of Pe- 
diatrics—At the annual 
meeting of the Swiss So- 
ciety of Pediatrics, held ee 
in Lucerne, the major eRe! 
reports were devoted to ” 
important problems of 
immunology and hematology. 

Dr. Hemmeler (Lausanne) emphasized that 
when the number of thrombocytes or leukocytes 
is reduced, it is necessary to determine whether 
such a reduction is due to an increased rate of 
cell destruction or whether it results from a de- 
ficient production of cells in the bone marrow. 
An affection of the immunologic function caused 
by increased cell destruction produces a drop in 
the platelet count or in the number of leukocytes 
as a result of cell agglutination and, perhaps. 
a simultaneous hypersplenia, with an exaggera- 
tion of the spleen’s normal function of discard- 
ing thrombocytes and leukocytes. Deficient cell 
production in the bone marrow results from 
damage of the medullary function. Low produc- 
tion of blood platelets or of granulocytes is the 
result of an aplasia, a toxic damage, or the in- 
filtration of the bone marrow by tumor or by 
leukemia. 

There should be further distinction between 
the group of thrombopenic and leukopenic af- 
fections of immunologic origin. There are affec- 
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tions of immunologic nature which are me: ely 
symptomatic (caused by drugs, infections or 
food) or the sequelae of an auto-antibody | or- 
mation. It is less likely that the human bh. dy 
could sensitize itself to its own blood cells .n- 
less these cells had been changed by some patho- 
logic process. On the other hand, it is poss ble 
that some obscure disturbance of the blood j,ro- 
teins could provoke an antigen-antibody reac- 
tion with subsequent destruction of platelets and 
leukocytes. . 

The treatment of the allergic forms is well 
known. In treatment of the idiopathic group 
(which is due to auto-antibodies), excision of 
the spleen is most frequently the operation of 
choice. Although surgical intervention does not 
necessarily change thrombopenia or leukopenia. 
it almost always is successful in curing the exist- 
ing clinical disturbances. 

Dr. H. Kaeser (Bern) reported his observa- 
tions of five children, from four months to eight 
years of age, who were admitted to the hospital 
with respective diagnoses of hydrocephalus. 
chorioretinitis, neurosis, epileptiform attacks 
and brain tumor. In three children the clinical 
examination resulted in a diagnosis of congenital 
toxoplasmosis, while the other two patients had 
an acquired form of toxoplasmosis. 

A sulfonamide. derivative (Diazil), combined 
with pyrimethamine (DARAPRIM®), was admin- 
istered, which resulted in a drop in the titers of 
the specific reaction for toxoplasmosis and of the 
complement fixation test. For three patients, these 
serologic tests reverted to negative after from 414, 
to 13. months of treatment; although the patients 
are no longer under treatment, the tests have not 
become positive since that time. The clinical con- 
dition of all patients has shown marked improve- 
ment, but only one of them has recovered fully. 

Dr. E. Rossi (Zurich) stressed the importance 
of glucagon or the hyperglycemic-glycogenolytic 


‘factor. A series of tolerance tests with this sub- 


stance helps to determine statistically the course 
of the blood sugar graph in normal subjects. 
This type of test has several advantages over 
the adrenalin test, and the former should re- 
place the latter. In addition, in different patho- 
logic conditions such as the glycogen thesau- 
rismosis, the glucagon enabled the physician to 
detect disturbances in liver function and to es- 
tablish a new classification. In cases of diabetes, 
the glucagon loading permits the discovery of 
the present condition of the patient; and it helps 
(Continued on page A-56) 
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Pictures 
help you 
say it better 


Get better pictures with 


Photograph: Dovid Lubin, Medical Illustration Service, U.S.V.A. Hospital, Cleveland 30, Ohio 


...the Cine-Kodak K-100 Turret Camera 


ITH this truly great Cine-Kodak camera 
Wyre can keep a photographic record of 
all your significant cases... have 16mm 
movies—color or black-and-white —for 
review and discussion. It accepts any of 
three fine Kodak Cine Ektar Lenses— 15mm 
to 152mm... has matching viewfinders. 
The drive mechanism—a powerful, pre- 
stressed motor—pulls 40 feet of film through 


at a single winding... assures exact uni- 
formity at every operating speed. Quick, 
easy loading. Simple, positive operation. 
Camera is priced from $315 (single-lens 
model from $279). 

See your Kodak photographic dealer, or 
write for details. 


Prices include Federal Tax where applicable 
and are subject to change without notice. 


EASTMAN KODAK COMPANY = Medical Division * Rochester 4, N.Y. 


Serving medical progress through Photography and Radiography 
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to determine the degree of seriousness of the 
disease. 

Professor G. Fanconi (Zurich) reported on 
his own observations of three persons who showed 
a familial congenital trait of general indifference 
to pain. The protopathic sensation (sensation of 
pain and of gross differences in temperature) 
was affected, while the epicritic sensation (sensa- 
tion of palpation and light touch, finer distinc- 
tion of temperature, single point and two point 
discrimination of compass points) remained in- 
tact. This condition, which may not be very 
uncommon, is often unrecognized because the 
affected persons do not know what pain is. More- 
over, with advancing age, the protective action 
of pain is replaced so successfully by other sense 
organs and by intelligence that other symptoms, 
so to speak, never appear. 

If suspicious signs appear on the skin and the 
mucosa of the mouth, it is also necessary to 
search for symptoms in the bones, looking espe- 
cially in the neighborhood of the knee joint for 
chronic osteomyelitic foci of the Brodie abscess 
type at the metaphysial level of bones and for 
osteomalacic processes at the level of the epiph- 
yses that are the most overloaded and thus the 
most likely to be exposed to microscopic injuries. 


/ 


PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN * 


Indifference to pain is also a predisposing | ac- 
tor in certain enigmatic bone-softening proces-es. 

Dr. Chaptal (Montpellier) compared the le, els 
of antistreptolysin 0 and antihyaluronidase in 
the course of acute rheumatic fever and various 
types of glomerulonephritis. He found no cor. 
relation between the level of these antibodies, 
their development, and the seriousness of the 
disease; nor did he see any mutual relationship 
in the changes of the two antibodies. In a few 
cases, an authentic type of Bouillaud’s disease 
(acute rheumatic fever) developed without any 
increase in the level of antistreptolysin 0 and 
antihyaluronidase. The lack of increase in the 
streptococcal antibodies in these cases raises the 
question of whether or not certain forms of acute 
rheumatic fever might be of nonstreptococcal 
origin. 

Professor Willi (Zurich) emphasized the dan- 
gers of giving vitamin K preparations to pre- 
mature babies. These dangers include the de- 
velopment of hemolytic types of anemia with 
formation of inner bodies in the red cells, which 
may be fatal. It is admitted that abnormal func- 
tion or immaturity of the spleen, which is a fre- 
quent finding in premature infants, is responsible 

(Continued on page A-58) 
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exempt narcotic — contains dihydrocodeinone bitartrate 


- the original syrup cocillana compound 
delicious peach-like flavor 


in 2-ounce, 4-ounce, 16-ounce, and 1-gallon bottles 
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A Better Antihypertensive 


... because among all Rauwolfia preparations Rauwiloid 
(alseroxylon) is maximally effective and maximally safe 
. . . because least dosage adjustment is necessary .. . 
because the incidence of depression is less . . . because 
up to 80% of patients with mild labile hypertension and 
many with more severe forms respond to Rauwiloid alone. 


A Better Tranquilizer, too 


. . . because Rauwiloid’s nonsoporific sedative action 
relieves anxiety in a long list of unrelated diseases 
not necessarily associated with hypertension . . . with- 
out masking of symptoms. . . without impairing in- 
tellectual or psychomotor efficiency. 


Dosage: Simply two 2 mg. tablets at bedtime. 
After full effect one tablet suffices. 


Best first step when more potent drugs are needed 


Rauwiloid is recognized as basal 
medication in all grades and types 
of hypertension. In combination with 
more potent agents it proves syner- 
gistic or potentiating, making smaller 
dosage effective and freer from side 
actions. 


Rauwiloid + Veriloid® 

In moderate to severe hypertension 
this single-tablet combination per- 
mits long-term therapy with depend- 
ablystable response. Each tablet con- 
tains 1 mg. Rauwiloid and 3 mg.Veri- 
loid. Initial dose, 1 tablet t.i.d., p.c. 
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® 
Rauwiloid + 


Hexamethonium 
In severe, otherwise intractable hy- 
pertension this single-tablet com- 
bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, 4 
tablet q.i.d. 
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for the lesion of the red blood cells. The profes- 
sor recommends that these preparations either 
should not be given to premature babies or 
should be administered in doses reduced to at 
least 1 mg. For these cases, he also recommends 
the use of Konakion, which is very active bio- 
logically. Even with such enormous amounts as 
416 mg. per kilogram of body weight, it does 
not provoke any inner body reaction in young 
white mice. 

Dr. Baumann (Aarau) discussed the question 
of age in the indication of BCG vaccination in 
Switzerland. By quoting collected statistics. he 
showed that Walgren’s postulate—according to 
which Sweden should refrain from commencing 
a regular schedule of over-all BCG vaccination 
of her people—is not applicable to Switzerland, 
since the country is still at an epidemiologic 
status resembling the one Sweden had about 20 
years ago at the time of the introduction of uni- 
versal BCG vaccinations. 

Dr. Baumann believes that it is essential for 
all persons showing a negative tuberculin test 
to have a BCG vaccination on entering adoles- 
cence. In this way, it would be possible to slow 
down the considerable increase in the rate of 
sickness and death from primary tuberculosis: 
and the greatest possible number of vaccinated 
persons would benefit from the preventive effect 
of BCG vaccinations against possible serious en- 
dogenous reinfections sometimes resulting from 
mild forms of the primary disease. 


MADRID 


Institute of industrial 
medicine—Provisions for 
the care of sick and in- 
jured workmen have existed 
in Spain since the time of 
Phillip II. At the end of 
the past century, a hospital 
for sick workmen was 
founded; and in 1895 a 
movement was started to set up a relief center 
for workmen in every province of the nation. 
This type of social welfare continued to expand: 
under the dictatorship of Primo de Rivera y 
Orbaneja it was formalized by law. In 1931 like 
benefits were extended to agricultural workers, 
but it remained for the government of Franco 
to establish organized medical care for the whole 
working population. Insurance against silicosis, 


Medicine From Abroad 


decreed in 1941 and amplified three years |: ‘er, 
was the beginning of organized medical care for 
workmen. In the future this insurance will no be 
limited to accident cases alone but will be ex. 
tended to protect health during working hours 
and to guard against unhygienic working condi- 
tions and occupational disease. The Congress of 
Medicine for Workmen, which met in Bilbao in 
1944, passed a resolution which led to the decree 
by which the National Institute of Medicine and 
Workmen’s Insurance, incorporated into the Na- 
tional Institute of Social Welfare, was formed 
and inaugurated by Franco on July 18, 1952. 
This institute now occupies pavilion No. 8 of 
the Medical School of the University of Madrid 
and is, in its class, one of the most complete in- 
stallations in the world. Its clinical and hospital 
services include consultation rooms and a clinic 
for working women, which has an annex for 
x-ray, radiotherapy, hydrotherapy and_ plaster 
casts. a functional recuperation gymnasium and 
specialists’ rooms. The 130 bed sanatorium is 
equipped with modern methods of treatment of 
accident or intoxication cases and of diseases, 
Four operating rooms are equipped for different 
specialties. The ear, nose and throat room has 
audiometers and equipment for surgical recu- 
peration: the neurosurgery section has the most 
modern diagnostic instruments; there are clinics 
for mouth diseases, cardiology, traumatology, 
urology, dermatology and allergy, hydrotherapy, 
radiology, electrology, and pathologic anatomy. 
All these branches are headed by well-known 
doctors with whom the industrial and mining 
engineers, the chemists and the biologists co- 
operate with reference to workmen’s insurance. 
The institute also has a residence for doctors 
with scholarships, an auditorium, a motion-pic- 
ture room, a library which contains the most im- 
portant works on industrial medicine published 
in Spain and abroad, a large bibliographic ar- 


-chive, and two radio studios for broadcasting 


and for making sound recordings of sanitary in- 
formation to be distributed to work centers. 
There is a permanent exposition of medical post- 
ers; and two museums, one of industrial in- 
surance and the other of anatomy, are being 
prepared. The general distribution service has 
distributed about a million copies of the 53 pub- 
lications put out by the institute, among which 
are one quarterly review and a large number of 
monographs and scientific reports. 

Technical personnel of the institute visit all 

(Continued on page A-62) 
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from the cough center clear down to the small 
bronchi, this golden, nectar-like syrup gives your 
coughing patients fast, comprehensive therapy. 


each 30 cc. (1 fl. oz.) of 
Improved CALCIDRINE represents: 
Dihydrocodeinone Bitartrate....... 10 mg. (% gr.) 
Nembutal® Sodium.............. 25 mg. (% gr.) 
Ephedrine Hydrochloride. ........ 25 mg. (% gr.) 
Calcium lodide, anhydrous. .... .910 mg. (14 grs.) 
(twice as much iodide as before) 
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BUTAZOLIDIN 

(phenylbutazone GEIGY) 

potent, specific 
anti-arthritic 


Based on an impressive background of achievement attained 
over a period of four years involving both long-term and 
short-term therapy in all the major forms of arthritis, 


BUTAZOLIDIN is recognized as one of the most effective 


anti-arthritic agents currently available. 


BUTAZOLIDIN being o potent therapeutic agent, physicians unfamitior 
with its use are urged fo send for literature before prescribing it. 


GEIGY PHARMACEUTICALS, ©). of Geigy Chembeal New York 12, — 
sre q 
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whenever an enema is indicated 


FLEET’ ENEMA 


Disposable Unit 


Anatomically correct rectal tube minimizes injury 
hazard ... plastic squeeze bottle fits the hand, 
simplifies instillation ...effective as soap suds, or 
more so,“’) FLEET ENEMA induces prompt, 
spasm-free evacuation. 

For home administration and for hospitalized 
patients prescribe or recommend FLEET ENEMA 
Disposable Unit... extremely effective, too, for 
pre-examination cleansing in your office . . . available 
at all pharmacies... in use by leading hospitals. 


Each 41. fl. oz. unit contains, per 100 cc., 16 mg. sodium biphosphate 
and 6 gm. sodium phosphate. 


(1) Swinton, N. W.,, Surg. Clin. of No. Am. 35:833, 1955 
(2) Gross, J. M., Jl. Int. Coll. Surg. 23:24, 1955 


Cc. B. FLEET Co., INC. 


Lynchburg, Virginia 
Makers of Phospho-Soda (Fleet) * Gentle... Prompt... Thorough 
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Self-illuminated i 

ANOSCOPES 
Fit all standard 
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Welch Allyn, Inc. 
ae 157 Jordan Rd., Skaneateles Falls, N. Y. | 
aS: Please send me your new full color ie] 
brochure, “Proctological Examination,” 
Lead showing techniques and common lesions. 3] 
MMM Address... ‘Sal 
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the business and industrial enterprises in | 1e 
country with 200 or even fewer employees. ‘| 1e 
various specialists see between 100 and 150 wo. k- 
men daily and have made more than 2000 e- 
ports at the request of official organizations or 
private enterprises. Taking into account that 
healthy persons number about 10 per cent, one 
can calculate what this proportion would be 
among workmen exposed to accidents and disease. 

The influence of the doctor in industrial en- 
terprises was reported by Drs. Sangro and Villa- 
lobos of the Department of Social Medicine at 
the Tenth International Congress of Industrial 
Medicine which met in Lisbon. Results of ex- 
aminations demonstrated that in an enterprise 
with 1000 workmen more than 20 per cent had 
“constitutional or acquired defects which need 
treatment, adaptation and vigilance.” Of 386 ap- 
plicants, 26 were denied employment because of 
infectious disease or disease that could become 
aggravated, or because of lack of aptitude or 
physical capacity. If previous examination of 
applicants meant the selection of only the healthy, 
it would be a negative sign. The work of these 
industrial doctors is that of protection and re- 
cuperation, and, thanks to these medical tech- 
nicians, attention to sick workmen has been in- 
creased in the same proportion that accidents 
have been reduced. 

Operating in the institute is a School of In- 
dustrial Medicine. with special attention to trau- 
matology and orthopedics. This school is under 
the direction of the Superior Council of Scientific 
Investigations and has capacity for 100 indus- 
trial doctors. What might be called operative 
superspecialties singularize their work. Frequent- 
ly, surgical cases can be handled only in this 
institute. 

New installations, clinics and residences 
of the Compulsory Sickness Insurance Pro- 
gram—A long time has elapsed since the last 
report on the sanitary installations of the Com- 
pulsory Sickness Insurance Program. During this 
period other fine institutions have been opened. 
These buildings were completed within the an- 
ticipated time limits and now provide modern 
means for the treatment and care of working peo- 
ple in comfortzble surroundings. These installa- 
tions adequately provide for the necessities of 
each region and will greatly decrease the sick- 
ness rates in Spain. While the interiors of most 
of these establishments are similar, the exteriors 
are varied in keeping with their surroundings. 
(Continued on page A-64) 
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SULFASUXIDINE®-NEOMYCIN SUSPENSION WITH KAOLIN AND PECTIN 


In diarrhea, the patient’s critical worry is frequency and 
urgency—and how long until medication provides control. 
Palatable CREMOMYCIN brings quick relief of bacillary 
and nonspecific diarrheas, without constipating rebound. 
The antibacterial action of neomycin and Sulfasuxidine is 
concentrated in the gut. Kaolin and pectin soothe the 
inflamed mucosa, adsorb toxins, help normalize intestinal 
motility. Even your nauseated patients will find 
CREMOMYCIN acceptable. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO. Inc. PHILADELPHIA 1, PA. 
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Typical of the more recent installations are 
those at Caceres and Badajoz. The Caceres Resi- 
dence, begun in March 1951, has floor space of 
18,800 sq. m. and capacity for 200 beds. Its 
clinical services include general medicine on two 
floors, one for each sex, with 34 beds on each 
floor; two surgical floors subdivided in the same 
manner and with the same bed capacity; one 
special surgical floor with 16 beds for women 
and 18 for men; one obstetric floor with 18 beds 
and 15 cribs; and one pediatric floor with 23 
beds. Rooms have one, two or four beds. 

Buildings are constructed of reinforced con- 
crete and hollow brick with sandstone floors and 
marble stairways and entrance halls. All plumb- 
ing and lighting fixtures are extremely modern. 
Operating rooms and recovery rooms are air- 
conditioned. 

The Badajoz Residence was begun in Decem- 
ber 1949 and has 25,392 sq. m. of floor space on 
12 floors. It has outpatient clinics with necessary 
waiting rooms. Completely independent from the 
rest of the establishment are two lateral wings 
for infectious diseases, each with a 20 bed ca- 
pacity. The general medical ward has two floors 
with a total capacity of 128 beds. There are two 
floors for surgical cases with 128 beds; another 
floor for special surgical cases with 64 beds; one 
floor for gynecologic and obstetric cases with 36 
beds; and a pediatric floor with space for 36 
children. There are 13 operating rooms, one with 
a separate entrance for emergency cases, and 
x-ray services. A symmetrical division separates 
the sexes on each floor. There are five principal 
stairways and nine elevators in addition to the 
instrument elevators. Rooms have one, four or 
six beds. Provisions are made for x-ray, chemi- 
cal and radium therapy. There is a building for 
auxiliary personnel and nurses, religious com- 
munity and medical interns. 

The Alicante Residence, which was opened 
October 1, 1956, has capacity for 363 beds on 12 
floors with a total floor space of 30,168.42 sq. m. 
In the basement are the furnaces, coalbins, water 
pumps, water-heating system, air-conditioning 
system and service galley, and on the next floor 
are the kitchens, storerooms, laundries and iron- 
ing rooms, refrigerators and ice-making plant, 
cafeterias, autopsy rooms and the electric and 
telephone installations. The reception rooms, ad- 
ministrative offices, library, emergency rooms 
and chapel are on the ground floor. On the sec- 
ond floor are the examining rooms, pharmacy 
and laboratories for electrotherapy, x-ray and 
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radium treatment for men; on the third fli or 
are the sterilization center and rooms for c!} |- 
dren; on the fourth floor are the operating a d 
delivery rooms and obstetric ward: and on (ie 
fifth, sixth and seventh floors are the operatiig 
rooms and general surgical wards. The doctors’ 
residence and the isolation ward are on the 
eighth floor and the residence of the nurses and 
religious community on the ninth. 


AMSTERDAM 


Development of ec- 
zema in manufacturers 
of plastics—One of the 
first important contribu- 
tions from Holland on the 
subject of occupational 
dermatology is the thesis. 
“Occupational eczema at 
working on synthetic res- 
ins,” written by Dr. K. E. 
Malten and edited by H. E. Stenfert Kroese N. V. 
of Leiden. Dr. Malten recently has been appointed 
occupational dermatologist, a position newly cre- 
ated by the Institute for Preventive Medicine at 
Leiden. 

Dealing particularly with the subject of ecze- 
mas caused by sensitization to polyester and 
epoxy resins (plastics), Dr. Malten based the 
theories set forth in his thesis on the results of 
his examination of laborers from five factories, 
who developed an eczema from contact with 
these plastics. Patch tests, to trace the sensitizing 
factors, were performed with the plastics them- 
selves, with materials used in their preparation. 
and with substances resulting from the manu- 
facturing processes. Considerable difficulties were 
encountered in obtaining these varying mate- 
rials in their pure form. The tests could be 
applied only after determination of the toxic 
concentration on healthy human volunteers. In- 
formation from the literature concerning the con- 
centrations to be used in patch tests proved to 
be rather unreliable. 

Polyester resins are prepared by mixing biva- 
lent alcohols and dicarbon acids. In the result- 
ing chemical reaction, polyester molecules, con- 
sisting of long chains of simple ester molecules. 
are formed, The process is enhanced by cata- 
lyzers. The end product has a molecular weight 
of about 1500, but is polluted with smaller ester 

(Continued on page A-66) 
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METICORTELON 


TABLETS prednisolone 


* benefits patients longer because discontinuance due to fluid retention or hyper- 
tension is rarely necessary. 


* edema, electrolyte disturbance, and associated blood pressure elevation are 
virtually nonexistent in average dosage. 


* valuable in a wide variety of disorders amenable to corticosteroids including — 
drug reactions, atopic eczemas and rheumatic fever as well. as rheumatoid 
arthritis and asthma. 


j 
; 


unties 
the physician’s hands 
in treating 
the asthmatic 


TABLETS prednisolone 


rapidly relieves dyspnea e increases vital capacity e reduces bronchospasm 
... usually without edema due to salt retention pr. 
de 


METICORTELONE—1, 2.5 and 5 mg. buff-colored tablets. 
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(Salts of Dihydrohydroxycodeinone and Homatropine, plus APC) 


APC 


“sp C © d acts faster than codeine plus APC— 


1,2 


usually within 15 minutes” 


codeine plus APC—usually for 6 hours 


with virtual freedom from constipation"? 


Average adult dosage, 1 tablet q.6 h. Supplied 
as scored, yellow oral tablets. May be habit- 
forming. Literature? Write — 


ENDO LABORATORIES INC. Richmond Hill 18, New York 
1. Blank, P., and Boas,H.: Ann. West. Med. & Surg.6:376,1952. 
2. Piper, C. E., and Nicklas, F.W.: Indust. Med. 23:510, 1954. 
*U.S. Pat. 2,628,185 


February 1957 


~ 
f 
ae 
WAS 
he 


& 

each 

dose 
is fresh 
complete 
potency 


FOLBESYN 


VITAMINS LEDERLE 


B COMPLEX + cC 


Separate packaging of dry vitamins and diluent (mixed 
immediately before injection) assure controlled dosage. 
The folic acid solution is specially prepared to preserve 
full potency and to serve for quick solution of the dried 
vitamins. FOLBESYN may be conveniently added to stand- 
ard intravenous solutions. 
*REG. U. S. PAT. OFF. 


Dosage: 2 cc. daily. 
Each 2 cc. dose contains: 


Thiamine HCI (B;) 10 mg. 
Riboflavin (B») 10 mg. 
Niacinamide 50 mg. 
Pyridoxine HCI (Bs) 5 mg. 
Sodium Pantothenate 10 mg. 
Ascorbic Acid (C) 300 mg. 
Folic Acid 3 mg. 
Vitamin Bio 15 mcgm. 


-~ LEDERLE LABORATORIES DIVISION 
( Lederle } AMERICAN CYANAMID COMPANY 


PEARL RIVER, NEW YORK 
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molecules. free acids and catalyzers. Of 30 labor- 
ers who handled these polyester resins, eighi be- 
came allergic to at least one of the substances 
and developed an eczema. There is some indica- 
tion that glycolmaleinates are the sensitizing fac- 
tor of the polyester resins, but the evidence is 
too insufficient to be conclusive. 

Epoxy resins are made by mixing epichlor- 
hydrin and diphenylolpropane. When a hardener. 
a mixture of aliphatic polyamines. is added. 
network arises from resin molecules. Of about 
225 laborers working on epoxy resins or their 
hardeners, 26 became allergic. Of this number. 
24 were allergic to the resin. 16 to the hardener, 
and 14 to both. When a person became allergic 
to one kind of epoxy resin. he also proved to be 
allergic to other kinds, even without contact. 

Sensitization to epoxy resins revealed itself 
in five ways: (1) red transitory recidivating 
spots in the face. (2) red. swollen eyelids. (3) 
exanthem. resembling seborrheic eczema, usu- 
ally located on the face and neck. (4) contact 
dermatitis of hands, arms and face. and (5) ex- 
cessive growth of nails (seen only once). 

As a result of the research done by Dr. Malten. 
employers of factory workers have been ad- 
vised to take the following precautions: (1) se- 
lection of laborers, excluding those with a “bad 
skin risk,” (2) warning laborers against mate- 
rials that can be dangerous, to eliminate ex- 
cessive handling. (3) occupational hygiene, pro- 
viding circumstances in which handling the 
sensitizing substances is as limited as possible. 
and (4) examination and registration of peo- 
ple who have become allergic. in order that in- 
formation may be gained for future use. 

Poliomyelitis centers—I\n June 1956, nine 
centers-for the treatment of acute. especially re- 
spiratory, paralysis caused by poliomyelitis were 
opened in all parts of the country. These centers 
are supported by the government and are staffed 


‘with teams of specialists. trained nurses and 


physiotherapeutists. Equipment includes many 
respirators, for use when the bulbar paralysis 
affects only the respiration, and instruments to 
be used after tracheal intubation when both the 
respiratory muscles and the muscles used in swal- 
lowing are affected. 

Respiratory function after pneumonecto- 
my—At a meeting of the Dutch Society of Physi- 
cians of Pulmonary Disease and Tuberculosis, a 
report (Nederl. Tijdschr. v. geneesk 100:3754 
[December 15] 1956) concerning respiratory 

(Continued on page A-68) 
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OLEANDOMYCIN TETRACYCLINE 


added certainty 
in treatment 
of respiratory 
infections 


new multi-spectrum synergistically strengthened antibiotic formulation 

SIGMAMYCIN adds certainty in antibiotic therapy, particularly for the 90% of patients 
treated at home or in the office where sensitivity testing may not be practical, and provides: 
a new maximum in therapeutic effectiveness, a new maximum in protection against resist- 
ance, a new maximum in safety and toleration. 

Supply: Capsules, 250 mg. (oleandomycin 83 mg., tetracycline 167 mg.). Bottles of 16 
and 100. 

...and for a new maximum in palatability 

New mint-flavored Sigmamycin for Oral Suspension, 1.5 Gm. in 2 oz. bottle; each 5 cc. tea- 
spoonful contains 125 mg. (oleandomycin 42 mg., tetracycline 83 mg.). "Trademark 


/ Pfizer. Prizer LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
; “World leader in antibiotic development and production 


“..effective...in the treatment of 
a variety of infections seen regu- 
larly by the practicing clinician...” 
including pharyngitis, bronchitis and 
other respiratory infections 

and “... often useful in the treat- 
ment of infections due to staphylo- 
cocci resistant to one or several of 
the regularly used antibiotics” 


“side effects . .. [are] notable by 


their absence” * 


1. Carter, C. H., and Maley, M. C.: Antibi- 
otics Annual 1956-1957, New York, Medical 
Encyclopedia, Inc., 1957, p. 51. 
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function after pneumonectomy was given by Dr. 
M. W. Bosch. This report was based primarily 
on the research conducted by Dr. Bosch to de- 
termine whether or not an emphysema would 
develop in the remaining lung following such an 
operation. This condition might well be expected 
and would necessitate operations on the thorax 
to decrease its volume. 

In order to determine vital capacity. total ca- 
pacity, residual air. available part of vital capac- 
ity, and maximal breathing capacity, Dr. Bosch 
regularly examined 38 patients for a period of 
two years after they had had pneumonectomy 
for tuberculosis. Vital capacity increased during 
the first year and remained rather constant after- 
ward, measuring more than 100 per cent in most 
cases. The development of the total capacity in- 
creased to much more than 100 per cent. there- 
by increasing the residual air. However. it de- 
creased during the investigation. which made a 
developing emphysema seem extremely improba- 
ble. The available part of the vital capacity. nor- 
mally 70 per cent or more in most cases, was 
below 70 per cent, but remained unchanged after 
the first year. Maximal breathing capacity re- 
mained about 100 per cent. 

There was some difference between the older 
and younger age groups. Older people showed a 
greater amount of residual air, increasing dur- 
ing the first year and then either remaining con- 
stant or decreasing slightly. In younger people. 
the residual air was about normal. Dr. Bosch 
explained that the difference between these two 
groups is caused by the easier adaptation of the 
diaphragm and the thoracic wall in younger peo- 
ple. However. if any emphysema were develop- 
ing in older people, a further increase of the 
residual air amount would be expected after the 
first year; such is not the case. Thus, Dr. Bosch 
concluded that the facts shown in his investiga- 
tion do not point to the development of an em- 
physema following a pneumonectomy. 


FINLAND 


“Sports in the Cultural Pattern of the 
W orld”*—The subject of this book is a socio- 
medical study of the 1952 Olympic games in 
Helsinki made by an American, Ernst Fokl, M.D.., 
Professor of Physical Medicine in Kentucky. 
and four Finnish scientists, M. F. Karooner, 


*Published by the Institute of Occupational ‘Health, Haartmaninkatn 
1, Helsinki, Finland, November 1956. 
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M.D... Faakko Kihlberg, M.Pol.Sci., Sarin oshe. 
ler. M.Phys.Ed., and Leo Noro, M.D. Th par- 
ticipation and achievements of 4.925 athlei s are 
related to economic and social conditions. public 
health, climate. size and other characteris ‘cs of 
the 60 countries they represented. Ninei\ per 
cent of the world’s inhabitants were repre-ented 
at these games. According to the new allocation 
system, the United States collected most of the 
points and Russia was next. followed by Sweden, 
Hungary. Germany and Finland. 

Women athletes received special attention in 
this study. It was found that physiologically 
women are fully capable of active participation 
in these games. Competitive sports and exercise 
de not disturb the normal menstrual cycle of a 
trained athlete. In fact. a number of athletic 
records have been established by women who 
were menstruating. The fertility rates and de. 
liveries of outstanding women athletes are nor- 
mal. A large number of the Olympic finalists in 
the women’s events were married and had chil- 
dren; two finalists were grandmothers. Compar- 
ing the results for men in the first Olympic games 
in Athens in 1896 with those for women in Hel- 
sinki in 1952 reveals great development. In 1896 
Burke won the 100 meter dash in 12 seconds: 
but in 1952 Mrs. Jackson ran the same dis- 
tance in 11.5 seconds. In 1922 Johnny Weiss- 
miiller established his famous free-style swim- 
ming world’s record of 400 meters in 5 minutes 
6.6 seconds, but in 1952 Miss Hoeger (Den- 
mark) swam the same distance in 5 minutes 0.1 
second. As a result of the physical education and 
sports movement of this century, a new type of 
woman is evolving. 

Good nutrition is essential to high achieve- 
ment jn sports. It also promotes high health 
standards of a people. together with a low death 
rate. Eating habits of the athletes at the Helsinki 
games varied greatly, but these general observa- 
tions were made: (1) Food consumption was 
high, from 4000 to 5000 calories per athlete per 
day: (2) diets differed during training and com- 
peting periods. and special attention was _ paid 
to the quality and cooking of meat: (3) foods 
fried in fat were avoided: (4) little fish was 
eaten: (5) the most popular dessert was ice 
cream; (6) wheat and graham bread were very 
popular; (7) consumption of milk, butter, raw 
vegetables and fruit was heavy: (8) honey, malt- 
ose and ‘grape sugar played an important part in 
the diets. and (9) canned raw foods were avoided. 

(Continued on page A-70) 
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FURACIN thetopical antibacterial most widely useful to the physician 
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SUSPECT URETHRITIS in the presence of these 


symptoms}. + pain in the suprapubic region, lower back, lower 
abdominal quadrants + frequency * urgency * dysuria + incontinence 
* straining + voiding with effort + sensation of incomplete emptying 


SWIFT RELIEF OF URETHRITIS with these sup- 
positories. When you suspect urethritis, begin immediate therapy 
with safe FURACIN Urethral Suppositories. FURACIN is the wide-spec- 
trum topical antibacterial that is nontoxic to tissues and does not invoke 
bacterial resistance. Effective—“rapid relief of symptoms and early cure 
were obtained in virtually all of several hundred cases treated . . .’* 
These suppositories are also useful for topical anesthesia and prophy- 
laxis of infection before and after instrumentation. 

FORMULA: FURACIN 0.2% and 2% diperodon+HCl in a water- 
dispersible base. Hermetically sealed, box of 12. 

ee 1. Youngblood, V. H.: J. Urol. 70:926, 1953. 2. Powell, E. M., and Wattenberg, C. A.: 


. Southcentr. Sect. Am. Urol. Ass. Oct. 17-19, 1955. 3. Tudor, J. M.: J. Tennessee M. Ass. 49:181, 
ity 4. Macleod, P. F.; Rogers, G. S., and Anzlowar, B. R.: Internat. Rec. Med. 169:561, 1956. 


FURACIN® URETHRAL 


BRAND OF NITROFURAZONE suppositories 


EATON LABORATORIES =) NORWICH, NEW YORK 
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Effects of the Finnish sauna on circula- 
tion—Many Americans have visited a Finnish 
sauna and most of them have enjoyed it enor- 
mously. Some have been a little afraid and have 
wondered if so hot an environment might be 
dangerous. 

For centuries the Finns have used the sauna. 
which is a hot steam bath taken in an enclosed 
room heated by a stove. A little water is thrown 
on stones on top of the stove and this temporarily 
raises the humidity and temperature. The tem- 
perature is usually around 80° C.. but in their 
saunas the Finns often have a temperature of 
from 100 to 120° C. 

Few things can prevent a Finn from bathing 
at least once a week in one of the country’s 
400.000 saunas. Dr. M. Racanen reported that 
107 out of 111 patients with coronary thrombo- 
sis used the sauna regularly after recovery. Nor 
is age a restriction: the sauna is used by infants 
as well as the elderly. In the home the whole fam- 
ily, husband, wife and children, usually bathe 
together. Public saunas have separate compart- 
ments for men and women. as do those in Ameri- 
can cities where there are many people of Fin- 
nish origin. 


At Helsinki University Dr. A. Eisalo  pre- 


sented his thesis on the “Effects of the Fir iish 
sauna on circulation: Studies on healthy and 
hypertensive subjects (Ann. med. exper. et iol, 
Fenniae, vol. 34 [November] 1956). He nade 
the following observations: 

Cardiac output increased by an average 0 73 
per cent in healthy subjects and 65 per cent in 
hypertensive patients. The stroke volume sho wed 
no systemic change in either group. The mean 
circulation time decreased in both groups. be- 
ing 59 per cent less in the healthy subjects and 
53 per cent less in the hypertensive. The intra- 
thoracic blood volume, determined by Stewart's 
or Newmann’s method, decreased. No difference 
in the change could be observed between the 
healthy and the hypertensive group. The increase 
in the pulse rate was 61 per cent in the healthy 
subjects, and 65 per cent in the hypertensive 
patients. 

The systolic blood pressure decreased slightly 
in the healthy subjects, but the change had no 
practical importance. In the hypertensive pa- 
tients, the mean decrease in the systolic pressure 
was 29 mm. Hg. Twenty minutes after the sauna 
the mean decrease was 54 mm. Hg. In the 20 
hypertensive patients in whom only blood pres- 

(Continued on page A-74) 
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mineral-vitamin-hormone supplement 


to aid in maintaining nutritional and hormonal efficiency 
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Available in bottles of 100 


PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 
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SURGEONS WITH 


“THE FEATHER TOUCH" 


CHOOSE FINER SIZES 


“Gentleness in handling 
Sragile tissues must 
be mastered, and the 
feather touch is essential.” 


Potts, W. J.: J. A. M. A, 157:627 (Feb. 19) 1955, p. 629. 


URGEONS APPRECIATE the smooth flex- 
S ible “hand” of D & G gut. They 
sense the extra knot security offered by 
D & G’s special matte finish. 


The rapid trend to the regular use of 000, 
4-() and 5-(0 gut in the past five years has 
brought increased recognition of the values 
of D & G gut. Special processing assures 
the most strength with the least gut—un- 
like ordinary gut which is ground to size 


with some loss of flexibility and tensile 


| 
D&G 


other 
gut gut 


strength. 


OF D&G GUT 


The finer sizes of D & G plain, mild 
chromic and medium chromic gut are, and 
have been, the acknowledged world-wide 
standard for gastrointestinal and eye sur- 
gery for over twenty years. 

When you want to approximate mucous 
membranes... repair tissues of the neck... 
ligate small blood vessels . . . or whenever 
you want to use your “feather touch,” 
check with your O R Supervisor to be sure 
you have the advantages of finer sizes of 


D&G gut. 


AMERICAN CYANAMID COMPANY 
SURGICAL PRODUCTS DIVISION 


DANBURY, CONNECTICUT 
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in bursitis, tendinitis, tenosynovitis 


DRAMATIC 
RELIEF 
OF PAIN 


MY-B-DEN 


(adenosine-5-monophosphate) 


DIVISION 


pain is relieved...function returns... 
swelling subsides...residual tenderness disappears 


this is the response pattern in acute and subacute bursitis with only 
7 or 8 injections.' An average of 9 injections in chronic calcified 
tendinitis produces “unusually good results.”? 


Literature available to physicians—write Medical Service Department. 


references: (1) Rottino, A.: Journal-Lancet 7/:237, 1951. (2) Susinno, A. M., and 
Verdon, R. E.: J.A.M.A. 154:239 (Jan. 16), 1954. 
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sure was determined, a mean decrease of 35 
mm. Hg was observed in the systolic blood pres- 
sure one hour after sauna. In both groups of 
hypertensive patients the fall in systolic blood 
pressure was highly significant statistically. 

The diastolic blood pressure remained prac- 
tically unchanged in the healthy subjects. In the 
hypertensive patients the diastolic pressure de- 
creased 14 mm. Hg. and in normal patients it 
decreased 19 mm. Hg. The peripheral resistance 
decreased in both healthy and hypertensive sub- 
jects. In the normal subjects venous blood pres- 
sure was 60) per cent higher: in hypertensive pa- 
tients it increased 41 per cent. 

The foregoing conclusions of Dr. Eisalo’s in- 
vestigation show that the sauna has favorable 
effects on hypertension. 


PARIS 


Provoked hyperacute 
vision—In an article that 
is entitled “The provoked 
hyperacuity of vision” 
(Presse méd. 67:1528-1530 
[September 22] 1956). Dr. 
Jean Gallois, Paris ophthal- 
mologist, discussed vasodi- 
lating agents used in oph- 
thalmology. At present, a large group of these 
preparations is recommended. Ophthalmologic 
examinations show that these agents dilate the 
retinal capillaries and increase visual acuity to a 
degree which is disproportionate to the strength 
of the preparations. Vision usually improves de- 
spite the fact that the drugs do not effect a cure 
and may even cause the disease to become more 
serious. These facts, known for some time and dis- 
cussed earlier by Dr. Abadie. may be grouped 
within the concept of provoked hyperacute vision 
and they can be explained on purely functional 
grounds, 

The classic vasodilators such as nicotinic acid 
and PRISCOLINE®, with or without papaverine. 
are generally effective but may cause unwanted 
secondary reactions. Dr. Gallois recommended 1 
per cent collyrium of potassium iodide, mercuric 
cyanide injected intravenously, and glutamic 
acid, which is believed to generate acetylcholine; 
and he suggested that in cases requiring long 
treatment these three substances might be alter- 
nated or combined. 

Other measures suggested are acetylcholine, 
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injections of carbon dioxide of Royat (a spa in 
central France), ethylmorphine, cobra venom, 
sodium nitrite, vitamin B,, and grafts of Filatoy, 

It is remarkable that Dr. Gallois’ article does 
not mention physical therapy. Tillé reported an 
increase in visual acuity after short-wave irradia- 
tion of the eye, and Saidman also made this ob- 
servation (Treatise on Short Waves. Paris. Doin. 
1951, p. 187). 

Eye conditions that can be treated with vaso- 
dilating preparations are: myopic choroiditis. 
retinal capillary network diseases, chorioretinitis, 
early stages of lenticular opacities, various forms 
of pigmentary retinitis, chronic glaucoma, athero- 
sclerosis in young persons, vascular spasm, and 
partial blindness that cannot be corrected by eye- 
glasses. The latter group includes cases of elderly 
persons in whom the loss of vision is greater than 
their visible lesions would indicate. 

Several attacks of acute glaucoma have been 
reported following the use of strong vasodilating 
preparations. A glaucoma should be treated with 
vasodilators in very small dosages only at a he- 
ginning stage in the disease and if ocular ten- 
sion is only slightly elevated. Another dangerous 
secondary effect of these agents is the appear- 
ance of ocular hemorrhages in cases of myopic 
choroiditis. 

Improvement in vision is very sudden in some 
cases while in others it is a slow progressive 
process requiring several months of uninter- 
rupted treatment. 

Dr. Gallois reported the case of a 65 year old 
woman whose visual acuity increased from 0.3 
to 0.7.after eight years of alternating treatment 
with nicotinic acid, glutamic acid and _ iodide 
collyrium. Three months after treatment. the 
acuity rose to 0.8, The mode of action of these 
drugs is difficult to explain since objective 
changes are minimal. Perhaps the active sub- 
stance may be stored in the tissues and slowly 
released, which may explain the lasting effect. It 
is probable that the vasodilator may draw back 
into circulation certain capillaries which had 
been “outside the circuit.” 

To summarize, the vasodilating agents, long 
employed in the treatment of visual deficiencies. 
do not effect a cure. Nevertheless, in a great 
number of cases vision is improved to such an 
extent that the patients can resume their normal 
activities. Even though improvement is tempo- 
rary and the period of treatment is long, the 
provoked hyperacuity of vision alone should be 
the goal of ophthalmologic therapy. 
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better tasting 
better absorbed 


better utilized 


Homagenets provide multivitamins in the 
same way as do the most nutritious foods. 
By a unique process, the vitamins are homo- 
genized, then fused into a solid, highly 
palatable form. Compare the taste of 
Homagenets with other vitamin preparations, 

Homogenization presents both oil and 
water soluble vitamins in microscopic parti- 
cles. This permits greater dispersion of the 
vitamins—thus better absorption and utiliza- 
tion. And the flavorful base assures patient 
acceptance. 


*U.S. Pat. 2676136. Other Pat. Pending 


the only 
homogenized vitamins 
in solid form 


Advantages — 

Better absorption, better utilization 
Excess vitamin dosage unnecessary 
Pleasant, candy-like flavor 

No regurgitation, no “‘fishy burp” 


May be chewed, swallowed or dissolved 
in the mouth 


Three formulas: 


Prenatal Pediatric Therapeutic 


Send for samples of Homagenets. 
Taste them, and compare. 


The S. E. MASSENGILL Company 
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the smoothest amphetamine compounds you can use. 3 


To serve your patients today— 
call your pharmacist for any additional 
information you may need to help you 
prescribe Synatan and Seco-Synatan. 
He has been especially alerted. 


1. Less than 4% of 699 patients 
exhibited over-stimulation of 
central nervous system. (Garrett, 
T. A.: Clin. Med. 3:1185, 1956). 


no valleys 


for predictable control of appetite and mood— 
free of exaggerated response! 


Synatan’ 
tanphetamin protocolloid complex, Irwin-Neisler 


Each Synatan tabule is composed of a protocolloid 
complex containing tanphetamin (dextro-amphetamine 
tannate) 17.5 mg., equivalent-to 5.25 mg. of d-amphe- 
tamine base. 


and for predictable control of the DIS /ease of 
anxiety, depression or obesity 


Seco-Synatan" 
Each tabule contains: 


Tanphetamin* (d-amphetamine tannate) 17.5 mg. 
Secobarbital 35.0 mg. 


*Patents pending 


IRWIN, NEISLER & CO. -« DECATUR, ILLINOIS 
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is the word 
for Noludar 


Mild, yet positive in 
action, Noludar 'Roche' 
is especially suited 
for the tense patient 
who needs to relax 

and remain clear-headed 
—or for the insomniac 
who wants a refreshing 
night's sleep without 
hangover. Not a 
barbiturate, not habit- 
forming. Tablets, 

50 and 200 mg; elixir, 


50 mg per teasp. 


Noludar® brand of methyprylon 
2,4—piperidinedione) 
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HYDROCHLORIDE 


hydrochloride 


Promazine Hydrochloride 


*Trademark 


THE ALCOHOLIC 


SPARINE is an agent of prompt, predictable, and potent action 
in controlling withdrawal symptoms. 

Often, in selected cases under the adequate supervision 

of the family physician, it may afford home control 

of postalcoholic agitation and hyperactivity.’ 


SPARINE is well tolerated on intravenous, 
intramuscular, or oral administration. 

Toxicity is minimal—no case of liver damage 

has been reported. Parenteral use offers 

(1) minimal injection pain; (2) no tissue necrosis 

at the injection site; (3) potency of 50 mg. per cc.; 
(4) no need for reconstitution before injection. 


Professional literature available upon request. 


1. Figurelli, F.A.: Indust. Med. & Surg. 25:376 (Aug.) 1956. 
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For the 


ulcerative colitis + irritable colon * mucous colitis + spastic 
colitis + diverticulitis, diverticulosis * rectospasm «+ diarrhea 
following G.I. surgery + bacillary and parasitic disorders 


EFFECTIVE 
relieves pain, cramps, diarrhea 
helps restore normal tone and motility 


SELECTIVE 

avoids widespread autonomic disturbance 
unusually free of “antispasmodic” side effects, 
urinary retention 


HOW CANTIL IS PRESCRIBED 
One or two tablets three times a day preferably with meals and 
one or two tablets at bedtime. 


CANTIL—TWO FORMS 
CANTIL (plain) — 25 mg. of CANTIL in each scored tablet — bottles 
of 100. 


CANTIL with Phenobarbital—25 mg. of CANTIL and 16 mg. of 
phenobarbital (Warning: May be habit forming.) in each scored 
tablet — bottles of 100. 


CANTIL is the only brand of N-methyl-3-piperidyl-diphenylgly- 
colate methobromide. 


For more detailed information, request Brochure No. NDA 16, 
Lakeside Laboratories, Milwaukee 1, Wisconsin. 


LAKESIDE 
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The Management of 


Angina Pectoris 


A. CARLTON ERNSTENE* 


The Cleveland Clinic Foundation, Cleveland 


Ancina pectoris is 
the most common clini- 
cal manifestation of 
coronary heart disease. 
It is characterized by 
attacks of pain in the 
chest which are in- 
duced by exertion, 
emotion, or a dispro- 
portionate reduction in 
coronary blood flow 
during sleep, and are 
relieved by rest, ter- 
mination of the emotional episode, or by the 
administration of nitroglycerin. Typically, the 
distress originates in the retrosternal area. 
and it may or may not radiate from that re- 
gion to one or both upper extremities, the 
neck, jaws, mid-dorsal or left scapular region, 
or the epigastrium. In a considerable number 
of cases, however, the pain is first felt in some 


A. CARLTON 
ERNSTENE 


*The Cleveland Clinic Foundation and The Frank E. Bunts Educa- 
tional Institute, Cleveland, Ohio. 


Presented before the forty-first annual Assembly of the Interstate 
Postgraduate Medical Association at Cleveland. 
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less characteristic site, such as the precordium, 
lower left axilla, right or left infraclavicular 
region, mid-dorsal or left scapular area, vari- 
ous parts of one or both upper extremities, 
the throat, jaws or epigastrium. There is often 
prompt radiation from these less common 
sites of origin to the substernal region, and 
this is of help in diagnosis. If such radiation 
does not occur, the discomfort may be inter- 
preted wrongly unless careful inquiry is made 
concerning the relation to exertion or emo- 
tion, and the relief afforded by rest. A thera- 
peutic trial of nitroglycerin may help to clarify 
the diagnosis. 

Because the clinical course of the syndrome 
varies within wide limits, evaluation of any 
measure of treatment is extremely difficult. An 
occasional patient experiences a few mild at- 
tacks and then remains free from symptoms 
for months or years. Others have frequent 
and increasingly severe paroxysms terminat- 
ing within a short time in sudden death. In 
many persons, the frequency of the seizures 
and the ease with which they are brought on 
fluctuate within wide limits from time to time. 
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Changes in the general health of the individ- 
ual, variations in the amount of stress in his 
life, and seasonal changes in the weather ac- 
count for some of these fluctuations. Others 
apparently are to be explained by alterations 
in the relative effectiveness of collateral inter- 
coronary anastomoses supplying regions of 
myocardial anoxia. 

Although the prognosis of angina pectoris 
is always uncertain, treatment should not be 
approached with pessimism. Much can often 
be done to reduce the frequency and severity 
of the attacks and make it possible for the per- 
son to remain productive and self-supporting. 
The most important single measure in man- 
agement consists of a detailed explanation to 
the patient of the cause and mechanism of his 
symptoms and the various factors which in- 
fluence the occurrence of the seizures. Because 
there is no statistical evidence that drug ther- 
apy significantly influences prognosis, chief 
reliance must be placed on informing the pa- 
tient as fully as possible concerning the na- 
ture of his problem and enlisting his coopera- 
tion. The importance of avoiding the attacks 
must be stressed, but at the same time the per- 
son should be given reasonable assurance of 
his relative safety so long as he remains free 
from pain. Mention should be made of the 
fact that, with time, in certain patients, an 
effective collateral circulation develops and 
brings with it a considerable improvement in 
exercise tolerance. To prevent misunderstand- 
ing, it must be pointed out that there is no 
way of telling beforehand which persons will 
fall into this fortunate group. A discussion 
along these lines often greatly reduces the 
patient’s anxiety and apprehension, and this 
may be accompanied by a striking decrease 
in the frequency of the attacks. 

As a part of the instructions, emphasis 
should be placed on the necessity for avoid- 
ing hurry, heavy lifting, sudden straining, un- 
accustomed physical activities, nervous ten- 
sion, and emotional upsets of all kinds. Most 
patients quickly learn what activities and 
emotional states are likely to induce a seizure, 
and they should be urged to regulate their 
lives so as to eliminate these as completely as 
possible. There are several conditions which 
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exert an important effect on the ease with 
which the attacks are brought on, and these 
should be discussed in detail. Usually. less 
exertion is required to induce a seizure soon 
after eating than at other times, and because 
of this it is advisable that every patient rest 
for 30 to 45 minutes after each meal. lelax- 
ing in a comfortable chair is preferable to 
lying down. Many persons find it easy to ar- 
range for a rest after lunch and dinner but 
are reluctant to allow a similar time after 
breakfast. And yet a rest period at this time 
may completely prevent attacks which previ- 
ously had been occurring regularly as the 
garage was being opened or while the car 
was being backed into the street. 

The three daily meals should be relatively 
small and approximately equal in size. Over- 
eating must be proscribed because an exces- 
sively large meal may cause a paroxysm in 
the absence of all other precipitating factors. 
Overweight persons should be placed on a 
reducing regimen, for the loss of excess weight 
often results in an appreciable improvement 
in exercise capacity. For patients of normal 
weight, the optimal diet appears to be one 
which maintains. the weight at a stationary 
level and supplies not more than 20 or 25 
per cent of the total calories by fat. If these 
principles are observed, the cholesterol con- 
tent of the food need not be considered except 
for the avoidance of an excessive intake.’ 

Exposure to cold weather frequently in- 
creases the ease with which anginal attacks 
occur. The patient, therefore, should be advised 
to dress warmly during the winter months and 
to wear mittens or gloves. Walking against a 
wind or through snow subjects the heart to a 


‘ considerably increased demand for work and 


should be avoided as far as possible. Snow 
shoveling must be prohibited. Patients who 
are not working should be urged to spend the 
most inclement months of the year in the 
South if they are able financially to do so. 
In persons who have asymptomatic cor- 
onary atherosclerosis, the occurrence of ane- 
mia from any cause may result in the appear- 
ance of typical attacks of angina pectoris, and 
correction of the anemia may promptly re- 
store the exercise tolerance to normal. Simi- 
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larly, the development of hyperthyroidism 
may <0 increase the load on the heart that les- 
ser degrees of coronary disease result in an- 
gina pectoris on limited activity. Correction 
of the thyrotoxicosis by radioactive iodine or 
operation may give complete freedom from 
seizures for months or years, or even per- 
manently. In patients who have coronary heart 
disease and diabetes mellitus, care must be 
exercised to avoid insulin hypoglycemia, and 
it is often best to be content with blood sugar 
levels somewhat higher than the ideal. Hypo- 
glycemia is accompanied by a rise in the 
minute volume output of the heart, the pulse 
pressure and the ventricular rate.” These 
changes denote a considerable increase in the 
amount of cardiac work and may precipitate 
an attack of angina. 

_ Although differences of opinion still exist 
as to whether or not persons who have angina 
pectoris should be allowed to smoke, a steadi- 
ly increasing majority of clinicians believe it 
best to prohibit the use of tobacco by all pa- 
tients except possibly those beyond the age of 
65 years or so. There are rare individuals in 
whom a paroxysm of angina pectoris can be 
induced by smoking a single cigarette, and, 
in persons who are heavy smokers, a decided 
diminution in the frequency of attacks and 
the ease with which they occur may follow 
the giving up of tobacco. 

Every patient who has angina pectoris 
should be instructed to stop all activity and 
stand still immediately on the first appear- 
ance of symptoms. To reduce the gait without 
stopping is not sufficient. Occasionally, the 
initial attacks of angina are extremely severe, 
and in other instances there is an abrupt in- 
crease in the frequency and severity of the 
seizures after a variable length of time. Both 
of these situations are often due to gradual 
thrombotic occlusion of a coronary vessel. In 
order to reduce the chance that this may result 
in acute myocardial infarction, the work of 
the heart should promptly be reduced to a 
minimum by a period of strict rest. 

Drugs employed in the treatment of angina 
pectoris fall into two classes. The first of these 
consists of preparations for terminating the 
attacks, and in this group the two agents of 
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established value are nitroglycerin and amyl 
nitrite. Nitroglycerin is to be preferred, for it 
is just as effective as amyl nitrite, has a some- 
what longer period of action, is less unpleas- 
ant and more convenient to use, and is more 
economical. The dose generally prescribed is 
larger than is necessary. Tablets containing 
0.3 mg. usually are just as effective as those 
containing larger amounts and are less liable 
to cause undesirable side effects such as head- 
ache or throbbing in the head, dizziness, flush- 
ing of the face, and palpitation. Every patient 
who has angina pectoris should be supplied 
with a number of the tablets and should be 
instructed to take one sublingually whenever 
an attack is not relieved within one or two 
minutes by rest. The repeated use of nitro- 
glycerin is not harmful, but this does not ex- 
cuse a person from exercising every possible 
precaution to avoid the seizures. 

Nitroglycerin also is employed in a prophy- 
lactic manner. Certain patients are forced by 
the nature of their occupations to carry out 
activities each day which regularly induce an 
attack, and the seizures often can be prevented 
by taking a tablet of the drug shortly before 
the unavoidable exertion. The use of nitro- 
glycerin in this manner frequently makes it 
possible for a person to get along comfortably 
and remain self-supporting for a considerable 
length of time. It does not excuse him, how- 
ever, from the responsibility for avoiding un- 
necessary activities which may bring on a 
paroxysm. 

Although nitroglycerin usually affords 
prompt relief from attacks of angina pectoris 
which are induced by exertion or emotion, it 
often is much less helpful in angina decubitus. 
Patients with this form of angina frequently 
report that in order to obtain relief they must 
sit or stand. The pain may subside promptly 
after such a change in position. 

The second group of drugs employed in the 
management of angina pectoris is composed 
of preparations designed to improve the exer- 
cise capacity of the patient by a prolonged 
vasodilator action on the coronary arteries. 
Until recently, the drugs of this class in most 
common use were purine derivatives, such 
as theobromine and sodium acetate, theo- 
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bromine and calcium salicylate, and amino- 
phylline. Other preparations include papaver- 
ine, PAVERIL® phosphate, khellin, PERITRATE®, 
PENTOXYLON®, METAMINE®, choline theo- 
phyllinate, quinine, quinidine and alcohol. 
There is very little proof that any of these are 
of significant clinical value, and there is prac- 
tically no objective evidence that the newer 
drugs are superior to the purine derivatives. 

Alcohol, after a thorough trial, has been 
almost entirely discarded because of the real- 
ization that its occasional helpfulness was due 
mainly to a reduction in anxiety and appre- 
hension, an effect which can be secured just as 
readily with sedatives. Mild sedatives should 
be administered to all patients with angina 
pectoris who are unduly concerned about their 
condition or are of an excitable nature. Opi- 
ates should never be prescribed to relieve the 
pain or to prevent the paroxysms. The recur- 
ring nature of the attacks makes addiction in- 
evitable if these drugs are employed. The 
value of long-term anticoagulant therapy has 
not been established, and its use is not with- 
out danger. 

Quinine, quinidine, certain of the purine 
derivatives, and some of the newer prepara- 
tions do seem at times to be of some help. 
The apparent benefit, however, is observed 
only in patients who have been fully instructed 
regarding the avoidance of factors that may 
precipitate a seizure. Without attention to 
these restrictions, there is seldom a reduction 
in the frequency or severity of the attacks. 
The favorable action of the drugs, therefore. 
may be entirely psychologic. Even so, the psy- 
chologic aspects of the treatment of angina 
pectoris are of great importance. To dismiss 
a patient with nitroglycerin as his only med- 
icament or to prescribe an additional prepa- 
ration which he recognizes as a sedative may 
immediately convince him that his situation is 
hopeless. It, therefore, appears best to try one 
or more of the above preparations in every 
case, and to continue treatment indefinitely in 
cases in which the patients seem to benefit. 

Digitalis has no place in the management of 
uncomplicated angina pectoris. On the other 
hand, the development of dyspnea on exertion 
or the occurrence of paroxysmal nocturnal 
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dyspnea, congestive heart-failure, parox) smal 
supraventricular tachycardia or parox\smal 
atrial fibrillation is an indication for its use. 

Angina decubitus is more common thin is 
generally realized and is always a difficult 
therapeutic problem. In an encouraging num- 
ber of cases, however, improvement results 
from a period of strict rest in bed with the 
head of the bed elevated on 9 in. blocks and 
a program. of dehydration by means of a low- 
sodium diet and the administration of mer- 
curial diuretics. 

In some cases, the patients have coronary 
artery disease of such severity that, in spite 
of all available measures of drug therapy. they 
cannot perform activities of any kind without 
experiencing angina pectoris. Formerly, it was 
in these cases that surgical measures such as 
paravertebral injections of alcohol or removal 
of the upper four or five thoracic sympathetic 
ganglia were at times carried out. Today, the 
surgical treatment of angina pectoris is lim- 
ited to procedures designed to augment cor- 
onary blood flow, but none of the operations 
thus far devised can be considered beyond the 
experimental stage. Evaluation of the results 
requires prolonged objective study of a large 
number of patients before and after operation 
and is especially difficult because of sponta- 
neous variations in the natural course of the 
syndrome. Investigators who have been car- 
rying out the developmental work in this field 
are to be commended and encouraged, but 
until the value of the procedures has been es- 
tablished by strictly controlled studies the op- 
erations should not be recommended for wide- 
spread use. 

The present treatment of choice for intracta- 


"ble angina pectoris consists of inducing hypo- 


thyroidism by means of radioactive iodine. 
This is purely symptomatic management, of 
course, but its value has been firmly estab- 
lished by the results obtained in a large num- 
ber of cases in several different clinics.’ In- 
duced hypothyroidism does not alleviate the 
underlying coronary atherosclerosis, but it 
does result in a reduction in the severity and 
frequency of anginal seizures in approximately 
75 per cent of properly selected cases. It has 
not been established that the patient’s life is 
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prolonged. The treatment is employed only in 
cases it) Which the disease cannot be controlled 
satisfactorily by the usual measures of man- 
agement. The greatest benefit is obtained in 
patients whose condition has remained rela- 
tively stationary or has progressed only slight- 
ly over a period of a year or more. Blumgart. 
Freedberg and Kurland* advised that the origi- 
nal basal metabolic rate be above —10 per 
cent and pointed out that hyperactive, tense 
patients are particularly favorable candidates 
for this type of treatment. Recent myocardial 
infarction, angina pectoris of recent onset. 
and any evidence of rapidly progressive car- 
diovascular disease contraindicate use of the 
procedure. 


Summary 


The most important single measure in the _ 


treatment of angina pectoris consists of a de- 
tailed explanation to the patient of the cause 
and mechanism of his symptoms. Because 
there is no statistical evidence that the prog- 
nosis of the syndrome is affected significantly 
by drug therapy, chief reliance must be placed 
on having the patient fully informed as to the 
nature of his problem. Emphasis should be 
placed on the importance of avoiding those 
activities and emotional states which have 
produced attacks in the past, and the patient 
should be informed of conditions that may in- 
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crease the ease with which seizures are induced. 

Nitroglycerin is the drug of choice for 
terminating attacks of angina pectoris and may 
also be used in a prophylactic manner. None 
of the long-acting coronary vasodilator prepa- 
rations designed to improve the exercise ca- 
pacity of the patient and reduce the frequency 
of the seizures is of striking benefit. An occa- 
sional patient appears to be helped, however, 
and it therefore is best to try one or more of 
these drugs in every case. 

None of the surgical procedures aimed at 
improving coronary blood flow has been 
proved to be of value, and until proof of this 
kind is available none should be recommended 
for widespread clinical use. 

The present treatment of choice for in- 
tractable angina pectoris is the induction of 
hypothyroidism by radioactive iodine. In- 
duced hypothyroidism does not alleviate the 
underlying coronary atherosclerosis, but it 
does result in a reduction in the severity and 
frequency of anginal seizures in approximate- 
ly 75 per cent of properly selected cases. 
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Salivary Glands 


EDWARD s. JUDD* 


Recent intensive 
study of tumors of all 
parts of the body has 
led to a great deal of 
clarification in many 
regions where confu- 
sion formerly existed. 
The parotid sub- 
maxillary salivary 
glands are no excep- 
tion. A few years ago, EDWARD S. JUDD 
little uniformity existed 

in classification of these tumors: some authori- 
ties held that most salivary tumors were ma- 
lignant from the very onset, whereas others 
considered them benign lesions with a well- 
known tendency to recur in spite of treat- 
ment. It is now known that some patients ex- 
hibit a mixture of cancer and mixed tumor 
that further confuses the situation. It is also 
apparent that the investigators who consid- 


*Section of Surgery, Mayo Clinic and Mayo Foundation, Rochester, 
Minnesota. The Mayo Foundation is a part of the Graduate School 
of the University of Minnesota. 

Presented before the forty-first annual Assembly of the Interstate 
Postgraduate Medical Association at Cleveland. 

112 


Development of 


Cancer 


in Mixed Tumors of 


Mayo Clinic and Mayo Foundation, Rochester, Minnesota 


ered all mixed tumors as benign advocated a 
much too conservative approach in treatment, 
so that the rate of recurrence has been unnec- 
essarily high. 

Recent study has done much to classify 
various types of tumors and to correct various 
concepts, especially concerning prospects for 
cure. It formerly was common for surgeons to 
“shell out” or enucleate parotid tumors, being 
extremely conscious of possible injury to the 
facial nerve. A-high rate of recurrence was 
ascribed to the “multicentric nature” of the 
tumor; although some of these tumors may 
have been multicentric, perhaps, more often. 
the situation was one of timidity on the part 
of the surgeon, which resulted in transplanta- 
tion of cells that led to subsequent develop- 
ment of multiple tumors. 

Proper classification is of practical im- 
portance in several rather obvious situations. 
The widespread adoption of insurance plans, 
whether for disability, medical care, hospitali- 
zation or life, calls for proper designation of 
tumors of all types. Because of past confusion 
among physicians, insurance companies occa- 
sionally have denied benefits to certain  pa- 
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tients because pathologists were too dogmatic 
about classification of salivary tumors. The 
stigma of the diagnosis of a malignant tumor 
possibly was extended to a number of persons 
who actually did not need to bear that burden. 
In the recent years of widespread military ac- 
tivity. examinations for military service occa- 
sionally were colored by a history of a “mixed 
tumor” having been removed from the salivary 
gland of the applicant. In isolated instances, 
military duty was denied to certain persons 
who probably should have been accepted. 

At the Mayo Clinic, my associates and | 
have revised our thinking. In former years, 
our pathologists routinely assigned the desig- 
nation of “low-grade carcinoma” to all mixed 
tumors. This is no longer true. We now real- 
ize that the rate of recurrence was partly the 
reason for this terminology, and a well- 
intended attempt at correlation between the 
histologic picture and the recurrence rate led 
to a rather rigid stand. Our change in attitude 
is founded on an exhaustive survey of the 
material at the clinic by Kirklin and co-work- 
ers,’ who pointed out that a mixed tumor is 
merely made up of two groups of cells, name- 
ly, epithelial elements and connective-tissue 
elements. The significant fact is that mitotic 
figures are absent in both elements. They 
noted further that zones of true cylindroma or 
adenocarcinoma may be seen in a few lesions 
resembling mixed tumors. In such instances, 
the fundamental behavior of the tumor is that 
of the malignant element, not that of the 
mixed-tumor portion; therefore, Kirklin’s 
group was careful to stress that such lesions 
should not be classified as mixed tumors. This 
observation went far to clear the atmosphere. 
Their study dealt in part with 296 patients 
who had primary mixed tumors of the parotid 
gland and who were traced for long periods. 
Only four of these 296 patients died of factors 
associated with their tumors, such as repeated 
local recurrence with extremely deep invasion 
and, finally, intractable nemorrhage. On the 
basis of this survey, we now agree that the 
majority of mixed tumors of the salivary 
glands are benign and remain so. Since nearly 
80 per cent of parotid tumors are mixed tu- 
mors, this differentiation is very important. 
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The numerous other classifications of pa- 
rotid tumors are interesting but their consid- 
eration is beyond the scope of this paper. | 
wish to deal at present with only one small 
and apparently definitely substantiated facet 
of the problem, namely, that certain mixed 
tumors may be typical benign uncomplicated 
lesions for many years and then may have an 
extremely malignant change suddenly en- 
grafted on them. The fact that some of these 
tumors are in the parotid gland and others 
are in the submaxillary gland does not appear 
to make much difference: the histologic pic- 
ture is identical and the difference would ap- 
pear to be one only of location. The radical 
removal of submaxillary tumors, which is 
accomplished readily, is to be contrasted with 
the frequently inadequate surgical extirpation 
of parotid tumors; this difference probably ac- 
counts for some of the apparent discrepancy. 

Beahrs” soon will report a series of cases 
from the clinic that appear to fulfill the ceri- 
teria of the malignant change just mentioned. 
I have been concerned in the treatment in 
several of these cases, two of which are clear- 
cut examples of certain important points. 


Case Reports 


Case 1—A 65 year old white woman came 
to the Mayo Clinic seeking treatment for a 
huge tumor of the right parotid region. A 
tumor had been present in this location for at 
least 40 years and had grown slowly.* A sur- 
gical attempt at removal had been made else- 
where 28 years before admission, and the 
diagnosis was established at that time. Only 
a small bit of the tumor apparently was re- 
moved, as the surgeon told the patient that 
serious hemorrhage had made complete re- 
moval impossible. Sixteen years later, because 
of continuing growth, she had had roentgen 
treatment for three weeks; no improvement 
occurred. One year before admission, the tu- 
mor had attained such a huge size that the 
patient frequently took acetylsalicylic acid 
day and night because of the painfully heavy 
mass. Six months before admission, she had 
noticed hard nodules, which had enlarged much 
more rapidly than the remainder of the mass, 
on the surface of the tumor just anterior to 
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FIGURE 1 (case 1). Mixed tumor of more than 40 years’ 
duration in which high-grade squamous cell carcinoma 
developed. Right facial paralysis produced by malignant 
lesions, visible as dark nodules anterior to ear. 


the ear. She also detected paralysis and pares- 
thesia of the right side of the face. 

Examination disclosed a tremendous tumor 
in the right parotid region that extended down 
over the clavicle and medially to the thyroid 
cartilage, producing a most alarming and gro- 
tesque appearance (figure 1). The forehead 
was flattened on the right side and the right 
eye could not be closed. The muscles of the 
cheek and angle of the mouth on the right 
were paralyzed. The mass was firm throughout 
and irregular in outline. Extremely hard red 
nodules were present anterior to the ear. Ne- 
crosis of the tumor apparently was present in 
a few places, as the lesion appeared to be 
fluctuant. 

Laboratory studies revealed no significant 
abnormalities. The patient was advised to un- 
dergo surgical removal of the tumor, although 
it was stressed that improvement in the func- 
tion of the right facial nerve could not be ex- 
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pected. Total parotidectomy was done. \ gen. 
erous elliptic incision was made aroun! the 
hard nodules so that all the skin in thai zone 
could be removed along with the block of 
tissue. The incision was extended well down 
over the neck, so that the external carotid 
artery could be ligated early in the procedure. 
This ligation allowed good control of blecding 
and hemorrhage was not a factor. It also al- 
lowed dissection of the lymph nodes and ves. 
sels of the neck on that side along with re- 
moval of the block of tissue. Closure of the 
huge resultant wound necessitated careful 
planning of the cutaneous flaps. 

The tumor weighed 810 gm. The greater 
share of the mass was a typical benign mixed 
tumor. However. in the outer aspect, corre- 
sponding to the hard nodules that had grown 
rapidly, was a grade 4 squamous cell carci- 
noma. In the midportion of the mass, these 
malignant elements intermingled with the typi- 
cal mixed-tumor elements. The lymph nodes 
were free of metastasis. 

The postoperative course was uneventful, 
and the plastic repair of the defect gave most 
satisfactory results. Because of the high-grade 
malignancy of the squamous cell carcinoma, 
postoperative roentgen therapy was employed. 
The pre-existing facial paralysis was much 
more evident once the huge deforming tumor 
had been removed, and it was suggested that. 
if this problem continued after a few months, 
plastic surgical procedures might be under- 
taken to overcome some of the disability and 
deformity. The patient was dismissed in a 
highly gratified state. 

She returned within a year for considera- 
tion of plastic surgical treatment. She ap- 
peared to be in excellent health and presented 
no physical evidence of any recurrence of the 
tumor. However, because of some psychiatric 
problems, it was decided to defer surgical re- 
pair at that time. Less than a year later (less 
than two years after parotidectomy ), the pa- 
tient died at her home. Her local physician 
forwarded the complete necropsy report, along 
with tissue taken from many parts of the body: 
the diagnosis was widespread metastatic squa- 
mous cell carcinoma. 

This type of tumor is uncommon. Kirklin 
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and associates reported pure squamous cell 
carcinoma in only 1.8 per cent of their series 
of 771 parotid tumors. Prognosis in that group 
was extremely poor, most of the patients hav- 
ing regional metastasis, and few surviving 
more than three years. Long duration of the 
initial growth did not indicate a better prog- 
nosis. since the mixed tumor itself was not the 
element that dictated the result but rather the 
squamous cell carcinoma that suddenly had 
engrafted itself on the mixed tumor. Kirklin’s 
group found no facial paralysis in patients 
who had pure mixed tumors. 

Case 2—A 65 year old white man came to 
the clinic because of a large lump in the right 
side of his neck. He could not remember just 
how long it had been present, but the lesion 
had been large enough for his family “to no- 
tice it across the room” for at least 10 years. 
About eight years before admission, it had 
enlarged somewhat but then it appeared to 
remain stationary as the years went by. Two 


FIGURE 2 (case 2). Typical mixed tumor in submaxillary 
gland (hematoxylin and eosin; x 150). 
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years before admission, it began to enlarge 
again, suddenly tripling in size. During the 
four months before admission, the patient had 
noted a severe “crowding sensation” in the 
involved region, producing enough pain to dis- 
turb his sleep. 

Examination disclosed an extremely large 
mass beneath the ramus of the right mandible. 
it was considered to be a tremendously en- 
larged submaxillary salivary gland. The rather 
smooth, rubbery surface was disturbed at sev- 
eral points by tissue that felt extremely hard 
and knobby, giving the impression that the 
tumor had broken through the capsule. 

Results of laboratory tests were entirely 
normal. Roentgenograms of the mandible re- 
vealed a submandibular soft-tissue mass but 
no involvement of the bone itself. 

The huge mass was approached surgically 
by use of elliptic incisions to encompass a 
wide portion of skin, leaving the skin and 
overlying layers attached directly over the tu- 


FIGURE 3 (case 2). Same gland as represented in figure 
2. showing invasion of adenocarcinoma within the mixed 
tumor (hematoxylin and eosin; x 150). 
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mor. The entire block was then mobilized. The 
tumor apparently had originated in the sub- 
stance of the submaxillary salivary gland. The 
lingual, hypoglossal and vagus nerves were iso- 
lated and preserved, and the entire field was 
cleared by removing the large block of tissue. 
The periosteum of the mandible was removed. 
deliberately sacrificing the mandibular division 
of the facial nerve to strip out all lymph ves- 
sels and nodes in that region. The block also 
included the lymphatic tissues in the upper 
jugular region: the internal jugular vein was 
denuded in this process. 

The tumor weighed 662 gm. Most of the 
lesion presented the typical picture of a be- 
nign mixed tumor (figure 2). However, nu- 
merous regions also showed grade 4 adenocar- 
cinoma (figure 3). These zones corresponded 
to the aforementioned knobby extensions. 

His convalescence was satisfactory. A course 
of roentgen therapy was given. The removal 
of the mandibular division of the facial nerve 
did not appear to pose much of a problem for 
the patient. 

One year later, the patient appeared to be 
entirely free of any recurrent tumor. En- 
larged lymph nodes were not palpable any- 
where in the neck. 

A recent report from the patient, three 
years after the operation, revealed no sign of 
further difficulty. 


Surgical Aspects 


As already mentioned, the present stand on 
parotid tumors calls for a much more thor- 
ough surgical approach than was used for- 
merly. The first operation presents the “golden 
opportunity,” and we consider that the rate 
of recurrence can be reduced sharply. For 
tumors of the submaxillary gland, it is rela- 
tively simple to accomplish total removal of 
the gland and surrounding tissue without sac- 
rificing other important structures. 

For tumors of the parotid gland, my asso- 
ciates and I now make a generous incision. 
starting high in front of the ear and extending 
downward well into the neck. A second inci- 
sion is added to this, beginning just below 
the ear, extending posteriorly and curving 
part way up behind the ear. This produces an 
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irregular Y-shaped incision. The flaps ar« ele. 
vated widely in all directions. The ear s re. 
tracted posteriorly and upward. Early in the 
operation, the external carotid artery js |i- 
gated: this does not eliminate bleeding but 
does reduce the troublesome hemorrhage fre- 
quently encountered. The incision in the neck 
may be extended, if necessary, to carry out 
complete dissection of the neck if the indica- 
tions are clear. The anterior flap is elevated 
until the muscles of the cheek are exposed. 
The posterior flap is reflected well behind the 
limits of the parotid tissue. The sternocleido- 
mastoid muscle is cleared, especially where 
its tendon inserts into the mastoid, as this 
forms an early landmark. The auditory canal 
can be palpated at this stage, and the styloid 
process may be felt, although it may appear 
rather deep. With the index finger pressed 
tightly in this small bony sulcus, the surgeon 
makes mental note of a point about midway, 
just above the fingernail. The main trunk of 
the facial nerve will be found in this region. 

The parotid gland is reflected forward and 
upward by the first assistant, who holds it 
rather taut. The surgeon deepens the cleavage 
until he sees the edge of the main trunk of the 
facial nerve emerging from the sternomastoid 
foramen. With practice, it is easy to locate 
this and it is an extremely reassuring land- 
mark. We have not used electric stimulators, 
nor do we think them necessary. The nerve 
may be stimulated once or twice by means of 
a piain-tip forceps, but it “tires” quickly and 
this maneuver should not be overdone. 

After the main trunk of the nerve is lo- 
cated, the remainder of the operation usually 
is accomplished readily by removal of the 
gland anterior to the nerve. The nerve and its 
branches should be moistened frequently with 
an isotonic solution of sodium chloride, as the 
stimulation incident to the removal often re- 
sults in temporary facial paralysis, part of 
which may be avoided by careful technic. The 
nerve is laid completely bare and all that re- 
mains of the gland is a small portion deep to 
the nerve. 

For the average mixed tumor located in the 
superficial lobe of the parotid gland, extreme- 
ly wide removal is thus accomplished and the 
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results will be most gratifying. For the occa- 
sional mixed tumor located in the deep part 
of the gland, the nerve still may be preserved 
and the deep part of the gland removed by 
retracting the nerve. Should the pathologist 
report that the tumor is malignant, total pa- 
rotidectomy with dissection of the neck may 
be done at once. 

As already indicated, my colleagues and | 
consider that no attempt should be made to 
save the facial nerve in the surgical treatment 
of cancer of the parotid gland, because of the 
predilection of cancer for growing in neural 
tissue. We have been interested recently in 
immediate attempts at nerve grafting when 
a large part of the facial nerve has been re- 
moved for thoroughness in the surgical eradi- 
cation of cancer. In a small series of cases at 
the clinic (done largely by Dr. Beahrs), the 
great auricular nerve has been used for such 
grafting, and the results show some promise. 
Even though the nerve has been preserved 
with great care and the surgeon is confident 
that it is intact, it is not uncommon for the 
face to be rather severely paralyzed after such 
an operation. We have made it a practice to 
tell the patient before operation that this may 
ensue. so that when it does occur we can re- 


assure the patient that complete function will 
return. Usually the return is gradual, and it 
may be three months before completely nor- 
mal function is apparent. It is entirely possi- 
ble, however, to do a parotidectomy with no 
(even temporary) detectable facial weakness. 


Summary 


The majority of tumors of the salivary 
glands are mixed tumors, and these remain 
benign. Other salivary tumors originate as 
cancers but reveal some of the characteristics 
of mixed tumors. 

it is possible for malignant changes to oc- 
cur suddenly in mixed tumors that have dis- 
played only a benign nature for long periods. 

Surgical removal that is considerably more 
radical than that practiced formerly reduces 
the rate of recurrence of mixed tumors and 
permits more nearly complete treatment if 
cancer is discovered. 
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60. BROADENING CONCEPTS IN NEUROLOGY 


And now a word on slogans in neurology and psychiatry. | am alluding 
to the highly pretentious and ubiquitous term psychosomatic, which has 
seized the medical profession with something like furor. Clearly, slogans are 
not rooted in logic or reason, are always emotionally conditioned, and have 
no place in medicine. At best, psychosomatics is a point of view and is 

| neither a science nor a medical specialty. There is a kernel of truth hidden 
somewhere in the theoretical concept, and maybe the kernel will sprout into 
a fruitful tree. For the present the word is a palatable cliché and a useful sop 


to ignorance. Somatopsychic is closer to neurology and general medicine. 


I. S. Wechsler, On the broadening concepts of neurology, 
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Side Lights on Treatment of 
Dermatologic Diseases of Children 


MORRIS WAISMAN 


Tampa. Florida 


The proper treatment 
of a given eruption 
logically requires that 
a diagnosis be made 
first. But it is not pos- 
sible to arrive immedi- 
ately at a definitive 
diagnosis every time. 
While most skin dis- 
eases can be classified 
on purely objective evi- 
dence, to identify the 
cause (and therefore remove it) in some cases 
is unachievable, particularly in instances of 
eczematous eruptions, many of which defy rea- 
sonable explanation. It must suffice then to 
arrive at a general diagnosis of, say, acute 
contact dermatitis, and await further develop- 
ments if the history or the characteristics of 
the eruption are inadequate to point out the 
exact cause. For practical purposes, all that is 
needed is a decision as to the morphologic 
character of the eruption—for example, ec- 
zematous, pyogenic or urticarial—and the 
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stage or grade of acuity of the process. Treat- 
ment, therefore, actually resolves itself into 
the management of a degree of a reaction of 
the skin rather than of a specific disease. Since 
most skin diseases are eczematous in charac- 
ter, due to irritation (in a broad sense) from 
internal or external causes, the general discus- 
sion of treatment may profitably be limited, 
for the most part, to this group of diseases. 

A common error of treatment consists in 
ordering proprietary medication of unknown 
or unfamiliar composition. It is the height of 
imprudence to pass over the common and 
tested, the simple medications used for many 
years, and prescribe proprietary drugs which 
have often only a detail man’s endorsement to 
recommend them. Also, it is a therapeutic 
error to rely on a single drug for the treat- 
ment of all skin diseases, and this comment 
applies even to that current miracle drug. 
hydrocortisone. 

I should like to narrate the observation of 
the late Dr. William Allen Pusey, who, when 


asked to summarize his vast experience in 
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treating diseases of the skin, declared that the 
longer he practiced dermatology the more he 
came to respect and to rely on a single medi- 
cation, calamine lotion. Of course, Pusey ex- 
aggerated to achieve an effect, but the phi- 
losophy behind his remark is sound, Calamine 
lotion is mild, simple and clean, and Pusey 
was not at all apologetic about prescribing 
medication which sells for a dollar a pint 
across the counter. I shall tie together these 
comments with the candid pronouncement that 
if patients used more calamine lotion and less 
of the potent preparations recommended by 
well-meaning friends and pharmacists, prob- 
ably half of my practice would promptly 
vanish. 

From the foregoing, you may have already 
gathered that what I shall state about the 
treatment of skin diseases will offer no new 
prescriptions or magic formulas. I shall out- 
line some of the standard procedures that have 
been crystallized from the experience of my 
dermatologic practice and that of my con- 
temporaries, and from the experience of my 
teachers and their contemporaries. 

An acute dermatitis characterized by edema, 
blisters and exudation should not be smeared 
with ointments. Such an eruption requires the 
application of a moist agent, cold if the erup- 
tion is induced by contact irritants, and hot 
only if bacterial infection is present. The use 
of cool solutions reduces hyperemia of the 
skin and decreases the sensation of itching. 
The solution ordered will depend much more 
on the physician’s personal choice than on the 
requirements of the disease. It is not often 
that one ingredient is superior to another in 
the commonly employed solutions. Therefore, 
physiologic saline solution or a solution of 
boric acid, magnesium sulfate or aluminum 
acetate (Burow’s solution) are all satisfactory. 
Plain ice water or skim milk may be suitable. 
I would insist that the solution be used inter- 
mittently in the form of soaks or wet com- 
presses. Continuous wet compresses are a 
dermatologic abomination because they mac- 
erate the skin; or, by adhering to the surface 
of an eruption, the dressings act like a crust 
to shield the diseased skin from the moist 
medication. | use wet compresses for from 15 
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minutes to an hour at a time, allowing in- 
tervals of one hour or longer between the 
applications. 

When extensive areas of the body are in- 
volved, the simplest form of generalized treat- 
ment consists of a colloid bath, which may 
contain simply cornstarch (one cupful to the 
tub of tepid water) or the prepared oatmeal 
product known as AVEENO.® I usually omit 
soda, although it is often recommended for its 
antipruritic effect, because it tends to dry the 
skin. Between the application of compresses, 
or in the intervals between colloid baths, a 
mild lotion may be employed, and for this 
purpose an emulsion of equal parts of olive 
oil and lime water is useful. At night, an oily 
preparation such as calamine liniment (N.F.) 
or bismuth cream (bismuth subnitrate 4 per 
cent, zinc oxide 4 per cent and equal parts of 
olive oil and lime water) usually is well toler- 
ated. | might state in explanation that pow- 
dery lotions like calamine lotion are not satis- 
factory in cases of acute dermatitis because 
they may dry the skin excessively and lead to 
fissures, or they may cake and dam back 
secretions, with intensification of the eruption. 

A note of warning also must be sounded 
against the use of potassium permanganate or 
gentian violet in conventional concentrations 
on an oozing surface. Applied to an eroded or 
crusted dermatitis, they produce a tough co- 
agulum which may seal the moist surface, 
act as a barrier against effective medication, 
and lead to absorption of secretions, with dan- 
ger of sensitization reactions. In cases of this 
type of dermatitis, do not order a solution of 
potassium permanganate stronger than that of 
a l gr. tablet to a quart of water, or a solu- 
tion of gentian violet more concentrated than 
0.25 per cent. 

When the acute phase of an eruption has 
subsided, mild ointments can be tried. The 
time-consuming wet compresses may then be 
dispensed with. Oily or chalky lotions are ap- 
plied during the day, and ointments at night. 
For this purpose, | recommend ointment of 
boric acid, or ointment of zine oxide, or 
the heavier Lassar’s paste (noting that the 
paste ordered be the one without salicylic 
acid). The well-known “1-2-3” ointment 
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(Burow’s solution, anhydrous lanolin, Lassar’s 
paste) may be improved by reducing the pro- 
portion of Burow’s solution from 1 to 0.5. At 
a later stage, mild tars, such as 3 per cent ICH- 
THYOL® or | per cent pine tar or 1 or 2 per 
cent solution of coal tar (liquor carbonis de- 
tergens), are added to the ointment. (That the 
dermatologically esteemed black crude coal 
tar is a photosensitizer must be remembered 
with respectful caution. ) 

It should be understood that every new 
treatment added to the patient’s regimen is 
introduced provisionally, and the patient and 
parents are explicitly instructed to discontinue 
its use if it does not feel as comfortable as the 
treatment it supplants. At this point I shall 
insert another fragment of advice: Emulate 
the example of the good pediatrician, and re- 
pulse the urge to change the formula. Extract 
the maximal benefit from one topical medica- 
tion before switching to another. 

The use of antipruritics must now be dis- 
cussed. I have explored numerous anesthetic 
and anti-itch agents as they have been intro- 
duced over the years, and I am obliged to 
conclude that none of them is as effective as 
time-honored menthol, camphor and phenol. 
alone or combined, in a concentration of 0.125 
to 0.5 per cent. The anesthetics of the “caine” 
type (benzocaine, SURFACAINE®) are common 
sensitizers, and so are the antihistamines. 
(For this reason, the antihistamine ointments 
were recently removed from the approved list 
of the Council on Pharmacy and Chemistry of 
the American Medical Association.) It is un- 
fortunate that there is no good anti-itch drug 
equivalent in efficacy to, say, morphine as an 
antipain drug. Topical application of hydro- 
cortisone is effective in many cases but use- 
less in others, and its expense at present re- 
stricts its practical use to relatively small 
areas of the body. 

Some children have abnormally dry skin 
because of insufficient sebaceous secretion. 
The condition is aggravated during cold 
weather or by too-liberal application of soap 
and hot water. Emollients or lubricants pro- 
vide relief from dryness, but one greasing 
agent is not better than another, and the pa- 
tient may be allowed to use that which he (or 
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mother) prefers, be it baby oil, a vege able 
oil, lanolin, cold cream or any of the nv mer- 
ous cosmetic creams or lotions for dry -kin. 
A tepid tub bath is useful for restoring iois- 
ture to the dry surface epithelial cells, re: der- 
ing them soft and pliable. If immediately « fter 
the bath the skin is anointed with a filin of 
grease to retard evaporation, the results are far 
more satisfactory than those obtained by mere- 
ly applying grease.’ 

When perspiration accumulates in a fold 
and cannot evaporate, it leads to maceration 
and bacterial and monilial growth. Treatment 
of intertriginous eruptions requires moist ap- 
plications (such as diluted Burow’s solution 
compresses), and, even more important, im- 
proved aeration. Ointments are usually poor- 
ly tolerated in the areas involved with inter- 
trigo. Powders and lotions afford relief, as is 
well known, but their long-continued use may 
lead to accumulation of powder in the hair 
follicles, sweat ducts and superficial vesicles, 
producing what is essentially a foreign-body 
reaction, termed powder folliculitis.” Oily 
emulsions, such as bismuth cream, are prefer- 
able because they are better tolerated. 

When acute monilial dermatitis coexists 
with denuded areas and fissures, intermittent 
use of compresses of solution of silver nitrate 
1:1000 or mercury bichloride 1:5000 will 
quickly subdue the inflammation. Later, the 
use of weak salicylic acid, 1 to 3 per cent in 
diluted alcohol, or 3 to 5 per cent aqueous 
solution of resorcinol, or diluted Castellani’s 
solution, or MYCOSTATIN® suspension (4 tab- 
lets, crushed and suspended in 2 oz. of cala- 
mine liniment) will usually eradicate the 
infection.* 

There is no objection to using proprietary 
dermatologic agents of known composition if 
the physician has familiarized himself with 
their indications and limitations. Pediatricians 
have long recognized the advantages of 
MAZON® in cases in which a mild tar ointment 
is required. PRAGMATAR®, too, is a familiar 
and useful ointment. Its content of sulfur and 
salicylic acid in addition to tar broadens its 
field of applicability but at the same time it 
limits the cases in which these potential ir- 
ritants may safely be applied. 
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Many proprietary agents have certain ad- 
vantages which cannot be equaled by prepara- 
tions compounded by the average pharmacist. 
They are usually of fine texture, have a desir- 
able odor, and often include a base which is 
readily removed or will vanish on the skin. 
The objection that they do not vary in com- 
position can be met by diluting the prepara- 
tion with a suitable vehicle or by prescribing 
additional quantities of one or more of the 
active ingredients. But I must caution that the 
“elegant” base which creates a fine impression 
when an ointment is demonstrated to the phy- 
sician may sometimes prove to be undesirable 
on diseased skin because its complex com- 
position exposes such a skin to a number of 
possible chemical irritants. In general, | be- 
lieve that a simple base such as petrolatum or 
cold cream makes for a safer salve, even at 
the risk of yielding a slightly messier one. 

Other proprietary preparations with which 
I believe the physician may profitably be fa- 
miliar are: SULPHO-LAC®, RESULIN® and ACNO- 
MEL® for acne; CAMPHO-PHENIQUE® (essen- 
tially the camphorated phenol of the National 
Formulary) for insect bites; RIASOL® for pso- 
riasis, and NOXZEMA® (a cold cream contain- 
ing volatile oils) as an emollient dressing. 
Some drugs are available for use only in pro- 
prietary form, such as DESENEX®, antibiotic 
ointments, ointments of hydrocortisone and 
fludrocortisone, and sELSUN®. 

The quantity of medication prescribed for 
external use should be sufficient for the area 
involved, for application over a reasonable 
period of time. The usual tendency has been 
to prescribe too much ointment rather than 
too little. (This tendency was reversed only 
recently with the introduction of hydrocorti- 
sone in ointment form, which initiated the 
rather common practice of prescribing a 1; 
oz. tube for an eruption covering most of the 
body surface!) I would suggest that if the 
feet or the hands or the face must be treated. 
% or 1 oz. of ointment will usually suffice: 
1 or 2 oz. will be enough for the extremities, 
and 4. oz. for most of the body. If the amount 
of ointment ordered does not last long enough. 
the patient can request a larger quantity when 
he has his prescription refilled. 
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The treatment of pyodermas has been sim- 
plified in recent years with the advent, first, of 
the sulfonamides, and, later, of the antibiotics. 
I hope that the value of the sulfonamides in 
the systemic treatment of some resistant in- 
fections of the skin will not be entirely eclipsed 
by the greater accomplishments of the anti- 
biotics. Sulfathiazole, I must warn, should 
not be used locally on account of its tendency 
to create hypersensitivity of the skin. The 
same warning applies to the antibiotics only 
in the case of penicillin. It is regrettable that 
this antibiotic is still available in ointment 
form, for demonstrations have conclusively 
shown that its sensitizing capacity when ap- 
plied locally is greater than when it is admin- 
istered internally. Keep in mind the increas- 
ing emergence of penicillin-resistant strains 
of staphylococci pathogenic for the skin. 

I shall close my comments on treatment of 
pyodermas with a warning about FURACIN®. 
A fine antibacterial drug in vitro, it has a 
marked propensity for creating a state of al- 
lergic contact hypersensitivity. There are few 
dermatologists who do not condemn its use 
on the skin. 

The most magnificent accessions to the col- 
lection of therapeutic tools are provided by 
the steroid hormones—corticotropin and cor- 
tisone and derivatives of cortisone—used sys- 
temically and locally. Sometimes lost sight of, 
however, is the fact that the action of the 
steroid hormones on inflammation is suppres- 
sive and not curative. This feature has been 
expressed in the aphorism, “These drugs help 
everything and cure nothing.” Systemically 
the steroid hormones have an ideal applica- 
tion in dermatology for the treatment of self- 
limited dermatoses, reducing the intensity of 
the eruption and ameliorating discomfort un- 
til the eruption heals. In such instances, the 
suppressive, or morbidistatic, effect is dra- 
matic. There is another mechanism by which 
these agents are effective. By reducing severe 
local manifestations and by decreasing or 
eliminating itching, they eliminate the harm- 
ful effect of trauma caused by scratching and 
rubbing, and healing of the skin proceeds with 
less hindrance. There is still another explana- 
tion for the favorable effect of these drugs in 
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certain chronic diseases; that is. they suppress 
the visible tissue response, which ultimately 
may result in the disappearance of certain 
pathologic “habits” or patterns of reaction. 
A link in the chain of chronic inflammatory 
events is somehow broken. There is much 
justification, therefore, for using these drugs 
in the treatment of many chronic and “in- 
curable” conditions. There is no justification. 
however, for using the steroids for the treat- 
ment of uncomplicated diseases of known 
cause if careful diagnostic efforts can elicit a 
specific etiologic basis for the eruption and 
lead to its removal or if bacterial or parasitic 
agents are responsible. In other words, the use 
of the steroid hormones is objectionable not 
for treatment of diseases of unknown cause. 
but for the indiscriminate treatment of dis- 
eases of unknown diagnosis. 

Among modern miracle drugs the antihis- 
tamines need not take a back seat, yet their 
usefulness in the treatment of dermatologic 
diseases, so far as my experience has revealed. 
is almost limited to urticaria. Unless the anti- 
histamine drug produces drowsiness, it will 
be of little aid in the treatment of most com- 
mon eruptions, such as contact dermatitis, in- 
sect bites and prickly heat. Because a derma- 
tosis is classified as allergic in origin does not 
necessarily endow it with a histamine-pro- 
duced background, nor does improvement fol- 
lowing administration of antihistamine drugs 
indicate that the disease was allergic. The al- 
lergic mechanism in many dermatologic con- 
ditions presumed to be allergically induced 
rests largely on theoretical concepts, and few 
dermatoses may be expected to yield to a 
diagnostic approach of intradermal skin test- 
ing for foods, danders and inhalants. In fact, 
intradermal tests are of so little practical 
value in the study of diseases of the skin that 
most dermatologic centers today have all but 
abandoned their use. 

My final words comprise a half score of 
random therapeutic observations, general and 
specific: 

1. Good dermatologic treatment is simple, 
and it should be kept simple. Contrary to 
common opinion and shopworn attempts at 
humor, the percentage of satisfactory results 
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of treatment of skin diseases is at least « qual 
to that achieved by specialized treatment in 
other branches of medicine. As elsewhere in 
medicine, the therapeutic batting averave of 
the doctor who knows what he treats is much 
higher than that of the doctor who merely 
treats what he guesses he sees. 

2. Soap and hot water are almost invariably 
deleterious to the healing of an eczematoid 
eruption of the skin. (The ritual of treating 
poison ivy dermatitis by scrubbing with strong 
soap is derived from the observation that the 
poison ivy oleoresin can be removed from 
freshly exposed skin if it is washed off within 
the first few minutes. After the eruption has 
developed, there is no free oleoresin on the 
skin, and washing the rash is almost as sense- 
less as pouring alcohol on the flames to put 
out a fire.) 

3. Strong sunshine in the summertime usu- 
ally is harmful to an eruption, because of 
the damaging effects of both ultraviolet light 
and sweating produced by heat. 

4. Attention to nutritional requirements 
should not fail to recognize the desirability 
of reducing free sugars in the diet of patients 
who have bacterial and fungous infections of 
the skin. 

5. Physical activity must be restricted in 
all cases of eruption, and especially in cases 
of prickly heat or intertrigo. Bed rest or house 
confinement may make the difference between 
a prolonged disease and one which rapidly 
responds to the same treatment. 

6. Clothing must be recognized as a possi- 
ble source of injury, apart from its dyes. A 
residue of detergent or strong soap in laun- 
dered clothes may irritate a dry skin or ag- 


’ gravate an inflamed one. Similar damage may 


be sustained through contact with incomplete- 
ly rinsed bed linen. Stiffly starched garments 
may initiate or irritate a dermatitis by chafing. 
Likewise, wool may be responsible, either as 
woolen clothes or blankets, or by rubbing of a 
child’s skin against the woolen clothing of a 
parent or against woolen rugs or woolen up- 
holstery on furniture. Wool may act as an 
offender mechanically, or it may act aller- 
gically through inhalation or transepidermal 
absorption. 
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7. The more specific eruptions a physician 
is able to identify, the fewer become the num- 
ber of vitamin deficiency diseases he will diag- 
nose. Genuine dermatologic evidence of vita- 
min deficiency is rare in private practice. 

8. Provision for adequate hours of rest 
(which may require an embargo against the 
evening television program) may be all that 
is necessary to keep an annoying eruption of 
childhood atopic dermatitis under control. 

9. X-ray therapy for eczematoid dermatoses 
in children is never indicated. It is at best an 
adjunct to local treatment and not a substi- 
tute for local treatment. 


10. Time is the essential ingredient of suc- 
cessful dermatologic therapy. Impatience ac- 
counts for more failures than improper medi- 
cation. Healing may proceed erratically, now 
two steps forward, now one step backward; it 
is a mistake, therefore, to change the treat- 
ment just because the response is slow, pro- 
vided the response is favorable at all. 
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ME En NGsu Postgraduate Courses 


AMERICAN ACADEMY OF FORENSIC SCIENCES. CHICAGO: 
Annual meeting, Drake Hotel, February 28-March 2. 
In addition to general sessions, there will be section 
meetings on pathology, toxicology, immunology, psychi- 
atry, law, questioned documents and police sciences. 


AMERICAN COLLEGE OF SuRGEONS, CHiIcaco: Course on 
fractures and other trauma to be offered by the Chicago 
Regional Committee on Trauma, April 10-13, at the John 
B. Murphy Auditorium, 50 East Erie Street. Dr. Sam 
Banks will direct the course. For additional information 
write to: Dr. Leonard A. Shepanek, 40 East Erie Street, 
Chicago 11, Illinois. 


First PAN AMERICAN CANCER CYTOLOGY CONGRESS, 
Miamt Beacu: April 25-29 at Hotel Eden Roc. Pro- 
gram will include discussions on the latest advances in 
cancer detection, the biology of cancer and research in 
leukemia. Two Wien awards of $1000 each will be pre- 
sented to the two scientists presenting papers judged to 
represent outstanding research in cancer cytology. Phy- 
sicians wishing to present scientific papers at the Con- 
gress should apply to Dr. Wayne Rogers, P.O. Box 663, 
Coral Gables, Florida. 


University oF CoLorapo SCHOOL oF MEDICINE, DENVER: 
Postgraduate courses in medical technology offered by 
the Colorado State Society of Medical Technologists in 
cooperation with the University of Colorado School of 
Medicine: Clinical chemistry, March 18-19, with regis- 
tration limited to 75; general problems in medical tech- 
nology, March 20-23, with registration limited to 500. 
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For further information write to: Office of Postgraduate 
Education, 4200 East 9th Avenue, Denver, Colorado. 


University oF Kansas MepicaL Center, Kansas Crry, 
Kansas: Tenth annual postgraduate course in anesthesi- 
ology, to be held at Battenfield Auditorium, April 15-17. 
Program will include discussions relating to maxillo- 
facial injuries, use of PENTOTHAL® sodium and tranquil- 
izing drugs, and responsibilities in the postoperative 
period. For further information, write to: Department 
of Postgraduate Medical Education, University of Kan- 
sas School of Medicine, Kansas City 12, Kansas. 


University oF Minnesota, MINNEAPOLIS: Courses to be 
presented at the Center for Continuation Study, 1957: 
Internal medicine for internists, March 4-6 
Pediatrics for general physicians, March 18-20 
Obstetrics for specialists, March 21-23 
Trauma for general physicians, April 6 
Radiology for general physicians, April 8-10 
For further information, write to: Director, Department 
of Continuation Medical Education, 1342 Mayo Memo- 
rial Building, University of Minnesota, Minneapolis 14. 


University oF Texas PosTGRADUATE SCHOOL OF MeEDpI- 
cinE, Houston: Course in rheumatic diseases: present- 
day concepts and their management, February 27-March 
1. Guest lecturers will be Drs. Joseph Bunim, Richard 
Freyberg and William P. Holbrook. 

For further information write to: University of Texas 
Postgraduate School of Medicine, Texas Medical Cen- 
ter, Houston 25, Texas. 
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Ten Short Cuts in 


Office Surgery 


GEORGE CRILE, JR.* 


The Cleveland Clinic Foundation. Cleveland 


Since surgeons rarely 
write articles about 
simple minor opera- 
tions that are easily 
performed in the office, 
most of us rely on tech- 
nics that we learned in 
medical school or from 
other surgeons. Some 
of these technics are 
cumbersome and make — GEORGE CRILE, JR. 
relatively major pro- 

cedures of operations that can be performed 
quite simply. The technics described here are 
doubtless already in use, and it is with no 
claim to originality that I report them. 


I. Acute Pilonidal Cyst 


It is now established that there are no hair 
follicles in a pilonidal cyst and that the hair 
that causes the inflammation grows in from 


*Head of the Department of General Surgery, The Cleveland Clinic 
Foundation, and The Frank E. Bunts Educational Institute, Cleveland, 
Ohio. 
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the outside.’ In essence, it is merely a com- 
plication of an ingrown hair. All that is neces- 
sary to cure some acute pilonidal cysts is to 
freeze the skin with ethyl chloride and incise 
them exactly at the mid-line dimple, even if 
they seem to point laterally.” A small mush- 
room catheter is then stretched over a probe 
to flatten the bulge, and is inserted in the in- 
cision. The catheter is cut off close to the skin 
and kept from falling into the cyst by trans- 
fixing it with a safety pin. 

The catheter is shortened to skin level in 


‘one week, and, since the cavity then has col- 


lapsed and there is no further danger of the 
catheter’s falling into it, the pin can be dis- 
pensed with. The patient is urged to wear no 
dressings and to carry on his usual activities. 
After a month or two, the catheter is with- 
drawn, and the cavity, which is now no larger 
than the mushroom of the catheter, is searched 
for hair, and any hairs that are found are re- 
moved. The hair around the sinus is shaved or 
removed by application of a depilatory cream. 
Usually, within a few days the sinus is firmly 
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healed. If drainage persists as a result of a 
ge p 
lateral extension or tunnel, the operation re- 
. P 
quired to correct it is similar to that for a 
pilonidal sinus. 


2. Pilonidal Sinuses 


Since there are no hair follicles in most 
pilonidal sinuses, all that is necessary to cure 
the uncomplicated ones is to remove the hair 
from the sinus and keep the hair of the but- 
tocks from growing back in. In very small 
sinuses, the hair sometimes can be removed 
without operation by curetting the sinus with 
a tiny crochet hook. The patient is then in- 
structed in the use of a depilatory cream (e.g., 
NAIR®) to keep the hair from growing back in. 
Injection of an iodized oil such as L1PIoDOL® 
or TELEPAQUE® may hasten the closure of the 
sinus. In cases of more extensive and branch- 
ing sinuses and in cases in which sinuses per- 
sist after catheter drainage of a cyst, it may be 
impossible to remove all of the hair, and it 
usually is necessary to lay the entire sinus 
open. The most important factor in postopera- 
tive care is elimination of the hair by shaving 
or by use of a depilatory cream. 


3. Nonspecific Sinuses and Fistulas 


Most sinuses and fistulas have a definite 
cause, such as a foreign body or persistent 
drainage from a hollow viscus, but in some 
cases a sinus may become chronic and con- 
tinue to drain even after the original foreign 
body or causative agent has been removed. 
For some unexplained reason, injection of an 
iodized oil (such as Lipiodol or Telepaque) 
often causes immediate and permanent closure 
of such a sinus or fistula." 


4. Bartholin’s Cyst or Abscess 


Obstruction of the duct appears to be the 
basic cause of a Bartholin cyst or abscess. If 
the area is frozen with ethyl chloride and a 
stab wound is made into the cyst or abscess, 
a tiny mushroom catheter can be inserted. 
This provides good drainage, and, if it is cut 
short and left in place for two or three weeks. 
epithelization of the tract appears to occur, 
and, after withdrawal of the catheter, the cyst 
does not recur.* 
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5. Removal of Sutures 


When nonabsorbable suture material causes 
draining sinuses, a tiny crochet hook is help- 
ful in locating and removing the offending 
sutures. 


6. Needle Biopsy 


Use of the Vim Silverman needle often en- 
ables a surgeon to obtain a good core of tissue 
for pathologic examination without subjecting 
the patient to an operation. It is not good 
policy to obtain specimens of tumors that 
might be operable, for | have seen cancers im- 
planted in the needle tract, but inoperable can- 
cers or cancers that have metastasized widely 
are well adapted to needle biopsy in the office.” 


7. Ingrown Toenails 


Although ingrown toenails sometimes re- 
quire surgical removal, most patients, if in- 
structed in the use of a stout pair of nail clip- 
pers (not scissors), can cut out the medial 
ingrowing part of the toenail and keep them- 
selves comfortable. There seems to be little 
validity in the concept of cutting ingrown toe- 
nails square. 


8. Seborrheic Keratosis 


Seborrheic keratosis is often a source of 
concern to patients who fear that they may 
have a melanoma. Usually, the clinical diag- 
nosis is clear and the lesion can be lightly 
cauterized and then wiped off with a piece of 
gauze, which leaves intact the underlying deep 
layers of the skin. Little or no scarring ensues, 
and the necessity of an incision and sutures 
is avoided. 


9. Wens 


There is no necessity to shave the hair in 
order to remove a wen. Infection of the scalp 
almost never occurs if the hair and the scalp 
around the wen are moistened with 70 per 
cent alcohol or some colorless disinfectant. 
Bleeding can be minimized if, after procaine 
hydrochloride is injected over the wen, an 
assistant presses firmly with his finger tips on 
each side of the wen. A small (not larger than 
1 cm.) stab incision is then made into the 
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center of the wen; the contents are squeezed 
out, and subsequently the sac usually can be 
popped out in a single piece or pulled out with 
hemostats. Sometimes a suture is required to 
control bleeding, but more often a few mo- 
ments of pressure suffice. 


10. Paronychia 


A paronychia originates as an infection 
under the tough dead skin of a hangnail. 
From here, cellulitis spreads around the nail, 
and when pus forms it causes swelling of the 
soft tissues of the finger several millimeters 
away from its point of origin. The horny tis- 
sue adjacent to the nail is too hard to swell, 
and masks the spot where the abscess is trying 
to point. Surgeons are tempted to incise and 
drain a paronychia at the sensitive and vascu- 
lar spot where the swelling is, and they often 
are disappointed in not encountering pus at 
this point. 


Most paronychias can be cured by picxing 
with a stilet at the hard insensitive cutic'!e of 
the hangnail until it is incised and a drop of 
underlying pus is obtained. No anesthesia is 
necessary. To maintain drainage a 2 cm, 
length of a small rubber band may be slid 
into the opening and secured with adhesive 
tape. A large dressing is applied, and to fa- 
cilitate drainage the patient is instructed to 
keep this dressing moist for 48 hours. The 
drain can then be removed, and the infection 
usually subsides. 
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ARTHUR G. SULLIVAN LECTURESHIP 
ESTABLISHED FOR I1.P.M.A. MEETINGS 


BBy action of the Board of Trustees of the Interstate Postgraduate Medical Asso- 
ciation, a grant from the I.P.M.A. Publishing Company has been designated to 
provide an annual honorarium of $100 for an “Arthur G. Sullivan Memorial Lec- 
ture” in memory of the former Managing Director of the Association (who was 
also Managing Director of PostcrapuATE MEDICINE). The grant was presented 
to the Association at the last Interstate Assembly held in Cleveland in October 
1956. The program committee for the Assemblies will select the speakers for this 


special award. 


In announcing the award, Edwin S. Hamilton, M.D., Kankakee, Illinois, 


Chairman of the Board of Trustees, said: 


“We all recognize the outstanding contribution made by Dr. Sullivan to the 
educational programs of Interstate, and we are very pleased to commemorate his 
memory in the form of this annual lecture. Knowing Dr. Sullivan’s desire to pro- 
vide the best of medical teaching in all branches of practice and research, the 
Board has specified that the lecture be designated in any field covered by the 


program.” 


The first of these special lectures will be presented at the 1957 Assembly to 
be held at the Palmer House, Chicago, September 30 to October 3. 
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Medical Management of 


Urolithiasis 


R. H. FLOCKS AND L. J. PRENDERGAST* 


State University of lowa College of Medicine, lowa City 


Mlepica management of urolithiasis depends 
on the realization that a stone in the urinary 
tract is the end result of a series of factors that 
vary, depending on the patient himself, his 
general condition and other conditions which 
have occurred previously. Elucidation of these 
factors and their correct interpretation are 
necessary if correct therapy is to be instituted. 

Figure 1 and table 1 show factors that have 
been demonstrated to play a part in experi- 
mental or clinical urolithiasis or in both types 
of the disease. It is to be noted that a wide 
variety of factors are of importance. Some 
may frequently occur together, some are of 
importance only in the formation of a nucleus 
of a stone, some facilitate precipitation of the 
various stone-forming crystalloids, and some 
cause the formation of a nucleus and facilitate 
the precipitation of the offending salts. 

It is the purpose of this paper to review and 
discuss briefly the factors underlying the for- 
mation of a stone, which have been outlined 
in figure 1 and table 1, and to show how a 


‘Department of Urology, State University of Iowa College of Medi- 
cine, Towa City, Towa. 
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R. H. FLOCKS L. J. PRENDERGAST 


knowledge of these factors may be used in the 
management of patients with urolithiasis. 


Foreign Bodies, Blood Clots 
and Ulcers 


The most obvious factor which has been 
demonstrated clinically, again and again, to 
have been the precursor of a calcium phos- 
phate and ammoniomagnesium phosphate 
stone is the presence of a foreign body in the 
urinary tract. The use of nonabsorbable suture 
material in operations on the bladder or renal 
pelvis invariably has resulted in the formation 
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leading to deposition of salts in 


Idiopathic? Pituitary? 


> i 
1. Vitamin A deficiency? ott 
i i i ic? Infection with ur litting organisms 
2. Infection in kidney pelvis? poe capeiies ea-splitting organism 
3. Stasis in kidney pelvis? _ 3. Changes in protective 
colloids 
4. Toxins? Foci of infection? May be due to changes in kidney 


substance 
Vitamin A? Infection? 


4. Stasis 

5. The presence of a ‘foreign 
body” in the kidney pelvis , 
Acts as a nucleus. Vitamin A | 
deficiency? 


FIGURE 1. Diagrammatic outline of possible factors in the formation of stones in the urinary tract. An increase in the 
crystalloids passing through the renal substance also may be of importance in the deposition of salts in the renal 
epithelium. 


TABLE 1 


ErioLocy AND PatrHocenests or Urinary CALcuui 


1. Infection 


denuded area 
a. In the kidney 
scarring 
clumps producing a nucleus 
b. In the passageway 
changes in pH of urine producing precipitation of certain crystalloids 


by epithelial changes producing a nucleus 
y ef 


by predisposing to infection 
2. Vitamin A deficiency 


by making the urine alkaline 


by changing the colloids (?) 


~ 


. Focus of infection 


by retention of crystals 


. Stasis 
Nias predisposing to infection 


. Foreign bodies 


6. Hyperexcretion of crystalloids 


. Changes in the characteristics of the urine so that crystalloids tend to precipitate 
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FIGURE 2. Stone forming on wire suture used to close in- 
cision in the bladder. 


of a stone. The nucleus caused by the use of 
nonabsorbable suture material predisposes to 
the precipitation of the supersaturated calci- 
um salts (figure 2). 

Although the use of nonabsorbable suture 
material is an obvious cause of the nucleus of 
a stone, certain pathologic conditions may 
cause the formation of a nucleus in essentially 
the same manner. These conditions include 
ulcerating lesions of the urinary tract and 
hematuria that has produced clots that have 
not been passed. 


Vitamin A Deficiency 


The role of vitamin A deficiency in produc- 
ing urinary calculi is still debatable. Steiner. 
Zugar and Kramer' have shown that vitamin 
A deficiency in animals may produce urinary 
stones in several ways: (1) It may cause ul- 
ceration of the epithelium of the urinary tract, 
and a stone may form at the site of the ulcera- 
tion: (2) it may cause desquamation of the 
epithelium, and the desquamated epithelium 
may act as a nucleus, and (3) it may predis- 
pose to infection of the urinary tract which 
may change the precipitability of the stone- 
forming crystalloids. 

Baker, Reaven and Sawyer* recently dem- 
onstrated changes which occur in the ground 
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substance just beneath the renal epithelium 
under such conditions as vitamin A deficiency 
or excessive administration of PARA-THOR- 
MONE®. Their work may be illustrative of the 
pathogenesis of the renal injury caused by 
vitamin A deficiency and the subsequent pro- 
duction of a nucleus. 

Higgins® has felt that the underlying cause 
of a single stone in the urinary tract frequent- 
ly has been a period of vitamin A deficiency 
which resulted in the formation of a nucleus. 
In all cases of urolithiasis studied, one should 
try to determine whether vitamin A deficiency 
is present or has been present. 


Urinary Tract Infection 


Infection of the urinary tract is believed to 
be the most important single cause of uroli- 
thiasis. It may produce a stone by causing a 
nucleus in a manner similar to vitamin A de- 
ficiency, by changing the pH of the urine, or 
by altering the protective colloids of the urine. 
A focus of infection also may produce a stone 
by injuring the epithelium of the urinary tract. 


FIGURE 3a. Stone forming on tip of a renal pyramid. An 
air pyelogram visualizes this stone well. 


b. The nucleus, the portion which precipitated first on 
the ulcerated epithelium, was composed of calcium oxa- 
late. The outer portion consisted of calcium phosphate. 
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FIGURE 4. Plain roentgenogram and pyelogram of a pa- 
tient who had sustained a fracture of the vertebral col- 
umn one month previously. Recumbency plus severe 
urinary tract infection resulted in the formation of a 
massive phosphate stone. The pyelogram shows irregu- 
larity of the renal pelvis and the presence of three large 
stones. 


The experimental work of Rosenow' at the 
Mayo Clinic is impressive; there are appar- 
ently many clinical examples of the production 
of a stone by an associated focus of infection. 

Figure 3 illustrates the type of stone pro- 


duced by precipitation on a nucleus which jas 
formed on a renal pyramid’ as a result «/ a 
previous period of vitamin A deficiency or the 
previous presence of a focus of infection. In 
cases in which a stone develops in this man- 
ner, no causative factors are present when the 
patients are first seen. Several years may be 
required for the formation of the stone. After 
the stone has been removed, urolithiasis will 
not recur unless a new etiologic factor has 
been introduced. The only treatment necessary 
is that which is indicated in the immediate 
postoperative period. 

Figure 4 is an illustration of a stone caused 
by urea-splitting infection of the urinary tract. 
Removal of the stone is inadequate treatment. 
The infection must be completely eradicated 
by intensive therapy before, during and after 
surgical removal of the stone. Any anatomic 
causes in the urinary tract, such as acquired 
or congenital stasis or severe damage of the 
renal epithelium or substance, must be cor- 
rected or removed (figure 5). Intensive ther- 
apy includes supportive treatment, irrigation, 
administration of antibiotics, correction of 
stasis, and local instillation of medications if 
indicated. 


Urinary Stasis 


Urinary stasis due to acquired or congenital 
obstruction of the urinary passageway is a 
very important predisposing cause of uroli- 
thiasis. In a series of 60 patients with obstruc- 
tion at the ureteropelvic junction without in- 


FIcuRE 5. Plain roentgenograms and pyelograms of two patients with stones in diverticula of the calyces. Since the 
drainage from such cavities is poor after removal of the stones, recurrence of the stones is certain unless caliectomy 


is performed. 
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FIGURE 6, Stone in renal pel- 
vis which shows evidence of 
stasis owing to aberrant ves- 
sels at the ureteropelvic 
junction. 


a. Stone shown by plain 
roentgenogram. 


b. Pyelogram showing ob- 
struction at ureteropelvic 
junction. 


ec and d. Pyelograms made 
after removal of the stone 
and correction of the ob- 
struction. 


farction who were studied at lowa City, the 
incidence of urolithiasis was 10 times as high 
as it was in a series of patients without such 
obstruction. If other causes for urolithiasis 
exist and a tiny stone forms, it may pass with- 
out becoming clinically manifest if obstruc- 
tion is not present (figure 6). If recurrent uro- 
lithiasis is to be prevented, it is obvious that 
urinary stasis must be corrected if possible. 


Metabolic Disturbances 


Certain metabolic disturbances produce 
qualitative and quantitative changes in the 
urinary crystalloids that predispose to the for- 
mation of urinary calculi, particularly if a 
nucleus has formed, if urinary stasis and in- 
fection occur, or if there are changes in the 
urine which will aid in the precipitation of 
such crystalloids. The most important of these 
metabolic changes, because of the frequency 
of their occurrence, are cystinuria and altera- 
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TABLE 2 


Facrors PRepisposiInG To A CYSTINE STONE 


1. Cystinuria (must be present) 
2. Acid urine 


3. Factors predisposing to the occurrence of a nucleus 


tions of calcium metabolism (tables 2 and 3). 

Cystinuria is an abnormality of cystine 
(protein) metabolism and is characterized by 
the excretion of a large amount of cystine in 
the urine. Normally, 10 to 100 mg. of cystine 
is excreted in the urine in 24 hours. In cases 
in which there is an abnormality of cystine 
metabolism, 300 to 1500 mg. may be excreted 
in 24 hours. At present, no method for alter- 
ing this abnormality is known. The following 
measures are helpful: forced administration 
of fluids, correction and avoidance of all fac- 
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TABLE 3 


Conpitions Prepispostnc TO CALcIuM UROLITHIASIS 


1. Conditions requiring prolonged immobilization of the 

body 

a. Fractures of the spinal column or extremities re- 
quiring prolonged immobilization of large bones 

b. Chronic osteomyelitis 

c. Chronic arthritis or other articular disease causing 
immobilization of large portions of the skeleton 

d. Prolonged immobilization produced by neurologic 
damage resulting from trauma or disease 


2. Changes in urinary organs 
a. Congenital anomalies associated with stasis 
b. Acquired urinary obstruction: stricture of the ure- 
thra, ete. 
c. Paralysis of urinary passageway 
d. Introduction of infection into the urinary tract 
e. Foreign bodies in the urinary passageway 


3. Endocrinopathies 
a. Hyperparathyroidism 
b. Hyperthyroidism 
c. Hyperpituitarism (?) 


. Focus of infection elsewhere in the body (?) 
. Vitamin deficiency or excess 

a. Vitamin A deficiency (7) 

b. Vitamin D excess 


vl 


> 


. Metabolic abnormalities 
a. Idiopathic hypercalciuria 
b. Changes in colloids (7?) 


tors that lead to the formation of a nucleus, 
correction of urinary stasis if present, and 
alteration of the hydrogen ion concentration 
of the urine so that it will be continuously alka- 
line since cystine is insoluble in acid urine 
and highly soluble in alkaline urine. The urine 
usually is made alkaline by administering sodi- 
um bicarbonate and sodium citrate and by the 
use of an alkali-ash diet. Large cystine calculi 
have been dissolved by such therapy. 
Metabolic conditions that predispose to an 
increased excretion of calcium phosphate are 
very common (table 4). The most important 
of these is recumbency. Figure 7 shows an in- 
creased excretion during a period of recum- 
bency. If other factors that predispose to the 
formation of urinary calculi can be avoided 
by a proper regimen, the precipitated calcium 
salts can be readily washed out before irrep- 
arable renal damage occurs. The presence 
of tiny stones can be demonstrated by making 
roentgenograms of the kidneys every month 
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URINARY CALCIUM 


mg./24 hr. 
w 
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immobilization 
FIGURE 7. Increased urinary excretion of caleium during 


the first month of recumbency and subsequent return to 
normal. Stones are most likely to occur during the first 
month. 


during the first year of a period of recumbency 
(figure 8). 

Hyperparathyroidism due to adenoma of 
the parathyroid glands may be the underlying 
cause of manifest urolithiasis. This was evi- 
dent in 83 per cent of a series of cases of hy- 
perparathyroidism studied by Albright, Baird, 
Cope and Bloomberg® and in 60 per cent of a 
group of cases observed in our clinic. Hyper- 
parathyroidism is characterized by localized 
or generalized osteoporosis, by urinary cal- 
culi, and by a high value for the serum cal- 
cium and a low value for the serum phos- 
phorus in the early stage of the disease before 
renal insufficiency develops. The value for 
the serum alkaline phosphatase usually is in- 
creased. In most cases, the cause of the hy- 
perparathyroidism should be removed before 
treatment of the urinary calculi is started. Ex- 


‘ceptions to this are cases in which acute uri- 


nary obstruction or infection is present. 

Other metabolic diseases may be important 
in the formation of urinary calculi. Uric acid 
stones may occur in some cases in which hy- 
persecretion of uric acid is associated with a 
disturbance of purine metabolism. The medi- 
cal management and prevention of these cal- 
culi are very similar to those utilized in cases 
of cystinuria, that is, an alkaline reaction of 
the urine should be maintained and a low 
purine diet should be used. 
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TABLE 4 


Excretion or Catcium (Me. per 24 Hours) Unper ANp Certain PatHoLocic CoNnpITIONS* 


INTAKE 
CONDITION | Neutral ash: low | N i | Neutral ash; high| Acid ash; normal | Normal diet plus 
Ca and P iting | Ca and P Ca and P vitamin D 
1. Body immobilization 300-450 350-450 400-550 | (?) High | (?) High 
2. Bone disease | | 
First few days (?) Normal or (?) Normal or (?) Normal or (?) Normal or | 
high high high high ? 
Early weeks 300-450 300-450 300-550 ? ? 
Late years 100-300 | 100-450 100-450 ? ? 
| | | 
3. Marked renal damage | 30-60 30-60 30-60 | 30-60 | ? 
4. Endocrine disturb- | 
ances 
Hyperparathyroidism | 300-550 350-550 | 500-750 500-750 
Hyperthyroidism | ? Normal? or high | 4 4 ? 
Hyperpituitarism | : | Normal? or high | ? | ? ? 
5. “Idiopathic” high 
urinary calcium; 50 | 
to 66 per cent of | | 
patients with calcium 
stones; not due to | 
absorption 200-350 300-500 420-750 500-750 500-750 
| | | 
6. Normal persons 90-150 200+ 300-350 | 300+ 200+ 


*The data in this table are the average values obtained in our studies. The question marks indicate that a large 


amount of work remains to be done. 


*Leriche. 


Changes in the Urine Predisposing 
to Crystalloid Precipitation 


The most important of these is a change in 
the hydrogen ion concentration of the urine. 
At the time a urinary stone is formed, the hy- 
drogen ion concentration of the urine is the 
final factor that determines the chemical com- 
position of the stone. Infection of the urinary 
tract plays an important role since infection 
with urea-splitting organisms will cause alka- 
lization of the urine which will enhance the 
precipitability of calcium phosphate and am- 
moniomagnesium phosphate, and occasionally 
will cause the precipitation of calcium oxalate. 
Therefore, in the management and prevention 
of these types of calculi, urinary infection 
should be controlled and an acid reaction of 
the urine should be maintained. This can be 
done readily by the administration of sodium 
acid phosphate. In addition to acidifying the 
urine, this drug will decrease the urinary ex- 
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cretion of calcium by as much as 50 per cent. 
The formation of calculi in an acid urine has 
been discussed with metabolic disorders. 

In some cases, changes in the excretion of 
the protective colloids may be an underlying 
cause of urinary calculi. The importance of 
this factor is not yet clear, but it recently has 
been emphasized by Butt’ and other urolo- 
gists. It apparently has been corrected by the 
use of hyaluronidase. This enzyme should be 
used with great caution and only when cal- 
culi continue to form after all other etiologic 
factors have been controlled.* It occasionally 
may hasten the formation of stones.* 


Other Etiologic Factors 


In some cases, a primary renal defect may 
be associated with hyperexcretion of oxalates 
and calcium phosphate. In such cases, diets 
relatively low in oxalates and phosphorus may 
be useful.” 

It has been demonstrated that stress influ- 


133 


FIGURE 8. Plain roentgenogram of the renal regions of a 
boy who had sustained a fracture of the left femur and 
was hospitalized for two months. Tiny stones are pres- 
ent in the calyces of the right kidney and in the pelvis 
of the left kidney. If these tiny stones were given time 
or if infection were superimposed, they would coalesce 
and enlarge, and impairment of the kidneys would result. 
The condition was cured by irrigating the renal pelves 
with physiologic saline solution through a large ureteral 
catheter on five consecutive days. Forced administration 
of fluids then was enough to prevent further formation 
of calculi because the period of hypercalciuria had 
passed. 


ences the formation of stones in animals.” The 
etiologic role of stress in the formation of uri- 
nary stones in human beings has not been 
determined, but it has been thought to be a 
factor in the production of uric acid and oxa- 
late calculi. Avoidance of stress should be a 
part of the treatment of patients with these 
calculi. 

The prolonged administration of ACTH and 
cortisone has been shown to produce osteo- 
porosis and an accompanying hypercalciuria. 
The possible occurrence of hypercalciuria 
should be considered in any case in which 
either of these drugs is administered for a 
long 


Summary 


The important etiologic factors in cases of 
urolithiasis are a foreign body in the urinary 
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TABLE 5 


SUMMARY OF PROCEDURES FOR MANAGEMENT 01 
Patients With URo.ITHIASIS 


1. Accurate history with particular emphasis on: 
a. History of vitamin A deficiency 
b. History of infection anywhere in the body 
c. History of infection, trauma or instrumentation of 
the urinary tract 
d. History of recumbency 
e. History of metabolic abnormalities 
f. History of stress 
g. History of previous formation of stones 


2. Thorough examination of the urine with special em- 
phasis on: 
a. Infection (pyuria and hematuria) 
b. pH (uric acid and cystine stones, etc.) 
ec. Urinary excretion of calcium and phosphorus in 
24 hours 


d. Qualitative test for cystine 


3. Complete blood studies with reference to metabolic 
disorders: 
a. Concentration of uric acid in blood 
b. Concentration of calcium and phosphorus in the 

serum 

c. Concentration of total blood proteins; albumin- 
globulin ratio of serum 

. Value for serum alkaline phosphatase 

. Erythrocyte and leukocyte counts; differential leu- 
kocyte count 


1. Presence or absence of vitamin A deficiency 
5. Search for and removal of foci of infection 


6. Treatment of urinary infection if present: 

a. Diagnosis and removal of lesions of urinary tract 
b. Administration of fluids 

ec. Administration of antibiotics 


d. Chemotherapy 


7. Study of the urinary tract itself: 
a. Plain roentgenogram 
b. Pyelography 
c. pH of urine 
d. Colloids of the urine: 
(1) Correct‘stasis 
(2) Remove ulcerated areas and foreign bodies 
(3) Alter the pH of the urine to that best suited 
for the type of stone present 
(4) Hyaluronidase (?) 


8. Study the chemical composition of the stone to aid in 
understanding the pathogenesis and to aid treatment 
9, Alterations in metabolism and their correction: 
a. Cystine 
b. Uric acid 
c. Calcium 


passageway, vitamin A deficiency, urinary 
tract inféction, stasis of urine and various 
metabolic disorders. We have attempted to 
outline the role that they play in this clinical 
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entity and to outline the general principles 
that must be followed, not in the removal of 
the calculi but in understanding the etiologic 
basis of urolithiasis in each case. 

The procedures that should be followed in 
the management of a patient with urolithiasis 
are listed in table 5. If these procedures are 
followed, they will outline the medical man- 
agement, will indicate whether or not surgical 
treatment is necessary and will to a great ex- 
tent govern the type of surgical procedure if 
operation is necessary, and will aid in outlin- 
ing the postoperative regimen. 

In general, dietary treatment per se is of 
little value. As an adjunct, the following types 
of diet may be useful: a low purine diet in 
cases of uric acid lithiasis, a low oxalate diet 
in cases of primary calcium oxalate lithiasis. 
and a low phosphorus diet in the postoperative 


period in certain cases of massive magnesium 
phosphate stone. 
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61. PSYCHOSOMATIC DISORDERS 


The vague idea that psychological or physiological stress is a cause of 
disorders such as hypertension, colitis and various diseases of the skin has 
bedevilled research into the relation of personality and emotion to bodily 
disease. In recent years, however, some studies have become more precise. 
An example of an investigation which advances knowledge and is thera- 
peutically helpful is the analysis made at Johns Hopkins Hospital of the life 
situations and emotions in patients suffering from Graves’s disease. The rela- 
tionship between emotional shock and the onset of hyperthyroidism has 
been noted since Graves’s disease was first described. According to Lidz and 
Whitehorn (1949), the psychological essence of the disease is a deep emo- 
tional reaction to disruption of a dominant interpersonal relationship upon 
which the patient’s security depends. Investigation of why hyperthyroid 
patients react so severely to this particular type of emotional stress discloses 
striking resemblances in the structure of their personality. Their stability 
rests upon an ability to gain affection and protection by doing things for 
others. Inordinately insecure they concentrate their efforts on gaining af- 
fection by self-sacrifice for which they expect unswerving fidelity. The life 
situation which precipitates hyperthyroidism is a disruption or a serious 
threat of disruption of a devotedly dependent personal attachment. 
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Diagnosis and Treatment of 
Nasal Obstruction in Children 


WILLIAM ALLEN HOWARD* 


George Washington University School of Medicine, Washington, D.C. 


CuwpreN with persistent or recurrent nasal 
obstruction are at the same time examples of 
an ordinary clinical phenomenon and a com- 
plex diagnostic problem. The child with a 
“stuffy” nose is a worry to his parents and 
often equally vexing to his physician. Acute 
nasal congestion or obstruction is readily rec- 
ognized as a manifestation of common upper 
respiratory tract infections, but persistent or 
recurrent nasal obstruction may be a com- 
ponent of many disorders of a more complex 
nature. In some instances of prolonged nasal 
obstruction certain complications appear 
which may be directly attributable to inter- 
ference with normal respiration, and which 
may overshadow the primary problem. Any 
attempt to classify the causes of nasal obstruc- 
tion will meet with some objection, but table 
1 will at least serve as an introduction to the 
subject. 

Before discussing these problems more fully, 


*Assistant Clinical Professor of Pediatrics, George Washington Uni- 
versity School of Medicine, and the Allergy Clinic, Children’s Hos- 
pital of the District of Columbia, Washington, D.C. 
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a brief review of nasal anatomy and physiolo- 
gy. especially the turbinates, is in order. 


Anatomy and Physiology of the Nose 


The turbinates are paired bony protrusions 
from the lateral nasal walls, scroll-like in shape, 
and covered with mucous membrane. There 
are three pairs and all air inspired through the 
nose passes over and around these structures. 
The inferior turbinates are the largest and are 
easily visible by casual inspection of the an- 
terior portion of the nasal cavity. They appear 


as rounded protuberances of varying size, pro- 


jecting from the lateral walls of the nose and 
encroaching somewhat on the lumina of the 
nostrils. The inferior turbinates overhang the 
orifices of the lacrimal ducts. 

The middle turbinates are smaller and lie 
somewhat higher, but still are visible by care- 
ful inspection through the anterior nares. Be- 
neath the middle turbinates lie the ostia of the 
maxillary sinuses, the anterior ethmoid cells 
and the frontal sinuses. The superior turbinates 
are small and of little importance. In this area 
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TABLE 1 


Causes oF Nasat OpstRUCTION 


MECHANICAL FACTORS 
Conzenital choanal atresia, unilateral or bilateral 
Foreign body 
Tumors of the nasopharynx, including rhinocele and 
polyp 
Deviation of nasal septum 


INFECTIONS 

Acute nasal infections (including common cold and 
viral respiratory tract infections) with or without 
secondary infection 

Adenoidal involvement 

Sinusitis 

Nasal diphtheria 

Congenital syphilis 


ALLERGY 
Recurrent upper respiratory involvement of allergic 
origin 
Perennial allergic rhinitis 
Polyps 
Sinusitis 
OTHER CAUSES 
Kartagener’s triad 
Hypothyroidism 
Vascular rings (anomalous arch of the aorta, aberrant 
subclavian artery) 
Agammaglobulinemia 


are the openings of the posterior ethmoid cells 
and the sphenoid sinuses. 

The mucous membranes covering the turbi- 
nates are continuous with the mucosal lining 
of the rest of the nose and the accessory si- 
nuses. These membranes, especially those in 
the nose, contain mucous glands which pro- 
vide constant secretions to moisten all in- 
spired air. The submucosa contains many 
blood vessels with a capacity for rapid dilata- 
tion, which provide warmth for inspired air. 
One has only to breathe through the open 
mouth for a few minutes to realize the impor- 
tance of these nasal structures in maintaining 
normal and comfortable respiration. Altera- 
tions in nasal physiology are responsible for 
much of the difficulty associated with nasal 
obstruction. 


Congenital Choanal Atresia 


Choanal atresia, or obstruction of the pos- 
terior nares, may be unilateral or bilateral, 
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and the obstruction may be bony or mem- 
branous. Bilateral obstructions in infants are 
readily recognized by inability to nurse and 
constant mouth breathing. Unilateral obstruc- 
tions often may pass unnoticed until infection 
develops and persists only on one side, with 
all drainage anteriorly. Diagnosis is suspected 
from the history and is confirmed by inability 
to pass a probe or nasal catheter through one 
or both sides of the nose. Treatment is en- 
tirely surgical and, in the case of bony obstruc- 
tions, may be a fairly formidable procedure. 


Foreign Bodies 


Foreign bodies are common in early child- 
hood and may be introduced by the child in 
play or occasionally to relieve some local ir- 
ritation. The usual foreign bodies encountered 
are beads, stones, wads of paper and pieces 
of toys, although any small object will serve. 
There may be immediate symptoms of irrita- 
tion, with sneezing, nasal discharge and water- 
ing of the eyes. If the symptoms are mild or 
missed, the object may remain for weeks or 
months with minimal symptoms. As a rule 
there gradually develops a picture of persist- 
ent unilateral nasal discharge, mucopurulent 
or blood-tinged, without associated respira- 
tory symptoms. Examination of the nostril 
with a speculum or a nasoscope usually will 
reveal the foreign body. If mucous membrane 
swelling is marked, it may be necessary to 
apply shrinking solutions before the object 
can be visualized. Removal results in prompt 
disappearance of symptoms, provided there 
has been no local tissue destruction. Removal 
occasionally may require local or general an- 
esthesia. Injudicious or unskilled efforts to 
dislodge the object may only imbed it more 
deeply or possibly push it into the throat 
where it is usually promptly swallowed. 


Deviations of Nasal Septum 


Deviations of the nasal septum may be 
either congenital or acquired; in the latter 
case they are associated with injury, allergy 
or chronic infection. If the septum is sufficient- 
ly deviated, there may be considerable diff- 
culty on the affected side because of partial 
blocking of the airway. This side of the nose 
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becomes more easily irritated and is more 
readily subject to local infection because of 
the interference with adequate aeration and 
drainage. 

Diagnosis is readily made by inspection, al- 
though it may be necessary to search carefully 
for the underlying cause. Unless the septum is 
markedly deviated or there are associated 
symptoms, treatment may be unnecessary. If 
the deviation is contributing to persistent 
nasal difficulty, submucous resection is desir- 
able. The operation should be deferred until 
after the age of 15, if possible, to minimize 
the danger of the child’s developing external 
nasal deformities. 


Acute Nasal Infections 


It is not appropriate here to discuss the 
problem of the common cold and acute upper 
respiratory tract infections in general except 
to say that they often cause nasal obstruction. 
which is usually acute and very often recur- 
rent. Their principal significance in our pres- 
ent discussion is their relation to and differ- 
entiation from recurrent upper respiratory 
tract involvement of allergic origin. This phase 
of the problem will be discussed more fully. 


Chronic Nasal Infections 


Any type of chronic infection in the nose 
and paranasal sinuses may present the picture 
of chronic nasal obstruction, with or without 
associated nasal discharge. In children, the 
most common complaint is chronic ethmoiditis 
following an acute respiratory tract infection, 
with nasal discharge, postnasal drip, mouth 
breathing, persistent cough most prominent at 
night, and varying degrees of stuffy nose. Ade- 
noids, when present, may become involved in 
the same chronic process, with subsequent de- 
velopment of adenoid hypertrophy and nasal 
obstruction from this cause. Involvement of 
the other accessory sinuses by purulent nasal 
processes is rather uncommon in my experi- 
ence, with the exception of ethmoiditis. This 
problem is dealt with more fully in the dis- 
cussion of allergic involvement of the sinuses. 

Treatment is difficult because of the loca- 
tion of the infection. Here, perhaps, is a real 
indication for using nose drops in a child, 


138 


when mild shrinking solutions will relieve the 
engorgement of swollen turbinates and _pro- 
vide freer drainage. Normal saline and \eak 
solutions of such preparations as NEO-SYN* PH- 
RINE®, PRIVINE® and TYZINE® may be adinin- 
istered with the child in the supine position 
and his head hanging below the level ot his 
shoulders. The solutions reach the area of the 
middle turbinates where shrinkage and free 
drainage are most needed. Caution should be 
exercised in the prolonged use of any nose 
drops other than normal saline. Appropriate 
antibiotic therapy may be employed as indi- 
cated. One recently observed 18 month old 
child with marked nasal obstruction and nasal 
discharge was found to have an almost pure 
culture of Candida albicans. A cure could be 
obtained only by using MycosTaTIN® locally 
in solution. Hypertrophied adenoid tissue 
which is causing symptoms should be removed. 


Nasal Diphtheria 


Diphtheria, primary in the nose, is still seen 
occasionally, and may be recognized by the 
thin serosanguineous discharge which is pres- 
ent, and by the marked local irritation seen 
about the nares and upper lip. Cases have been 
observed in which palatal paralysis and a nasal 
voice developed before nasal diphtheria was 
recognized as the cause. Corynebacterium 
diphtheriae is readily cultured from the dis- 
charge; treatment is that normally employed. 


Congenital Syphilis 


Rhinitis or “snuffles” may be the first evi- 
dence of congenital syphilis, and it usually 
appears in young infants as a profuse muco- 
purulent nasal drainage with marked excoria- 
tion of the upper lip. Local ulcerations may 
occur, and eventual development of nasal de- 
formity (saddle nose) indicates the amount 
of damage done to the cartilages of the nose. 
Perforation of the nasal septum, as well as 
the hard palate, may occur. Treatment is that 
of the primary disorder. 


Obstruction Related to Allergy 


Threé varieties of allergic nasal obstruc- 
tion may be encountered: recurrent upper re- 
spiratory tract involvement of allergic origin 
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(Glaser'), perennial allergic rhinitis and polyp 
formation. Although all should be readily dis- 
tinguished clinically, they are responsible for 
much misunderstanding in dealing with chronic 
involvement of the nose. No satisfactory sta- 
tistics are available to indicate the frequency 
of occurrence of symptoms due to allergy as 
compared with those due to infection. How- 
ever, in children, persistent or recurrent nasal 
allergy ranks fourth in frequency of allergic 
disorders (30 per cent of all such patients”). 


Recurrent Upper Respiratory Tract 
Involvement of Allergic Origin’ 


This condition, which develops following 
rapid onset of allergic edema of the nasal 
mucosa, produces prompt sneezing and watery 
nasal discharge, clinically resembling an acute 
coryza. There may also develop some swelling 
of the turbinates with nasal obstruction, the 
nose may itch, and there may be postnasal 
drip and a hacking, irritating cough. This 
early picture may quickly be complicated by 
secondary infection, at which time the condi- 
tion resembles the common cold even more, 
especially since a low-grade fever is often 
present. The really characteristic part of the 
clinical picture is the recurrent nature of the 
symptoms. The child usually has a history of 
constantly recurring colds with only very short 
periods of relief. Proper diagnosis depends on 
this history and the recognition that other 
allergic conditions may be present in the pa- 
tient or his family. These facts and a careful 
examination should be sufficient to indicate 
the relative importance of allergy and infec- 
tion. This differentiation is best shown in 
table 2, first published in 1931.* For practical 
purposes it remains unchanged today. 

The role of allergy in these recurring epi- 
sodes is confirmed by finding eosinophils in 
the nasal secretions. Here is a diagnostic test, 
available to any physician, which is no more 
trouble than making a blood smear. The most 
important part of the test is a proper sample 
of nasal mucus for examination. A very thin 
metal or wire applicator should be used, with 
only a small amount of cotton around the tip. 
The cotton-wrapped tip is passed into the nose 
as far back as it will go (even to the pharyn- 
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geal vault) and allowed to remain in place for 
a minute, if possible. Collection is facilitated 
if tears can be controlled by compressing the 
lacrimal sacs or by placing the child on his 
stomach. The swab is then removed and the 
accumulated mucus is rolled, not smeared, on 
a clean glass slide. Often a strand of mucus 
suitable for examination can be obtained by 
having the child blow his nose on a piece of 
waxed paper and transferring some of the 
clear mucus to the slide. The smear is dried in 
air or lightly over flame and stained in the 
conventional manner with Wright’s stain. At 
completion of the normal staining period, the 
slide is washed with water and flooded for one 
or two minutes with 95 per cent ethyl alcohol. 
It is then washed again and lightly counter- 
stained with methylene blue. The slide is al- 
lowed to dry and then examined under oil. 
The eosinophilic granules stand out sharply 
in contrast to the neutrophils, and it is possi- 
ble to do a rapid differential count of the poly- 
morphonuclear cells present. Eosinophilia may 
approach 100 per cent at times and eosino- 
philia in excess of 5 to 10 per cent is almost 
certainly an indication of the allergic nature 
of the complaint. Absence of eosinophils in 
the nasal secretion at one examination does 
not eliminate the possibility of allergy, but 
repeated negative smears, unless accompanied 
by other definite evidence of proved allergy, 
would be indicative of a nonallergic cause. 


Perennial Allergic Rhinitis 


Here the underlying problem is a chronic, 
persistent allergic edema of the nasal mucous 
membranes. Characteristically, a child with 
this condition presents the most vivid picture 
of nasal obstruction. It is reported that he has 
a cold all the time, that he cannot breathe 
through his nose, or that he is a constant 
mouth breather. The family complains that he 
has never learned to blow his nose properly, 
mistaking the marked tissue swelling for ac- 
cumulated mucus. There also may be nasal 
itching with frequent rubbing of the tip of the 
nose, clearing of the throat, and “hawking” of 
mucus from the pharynx. The child’s breath- 
ing is exceptionally noisy at night and often 
his breath has an unpleasant odor in the morn- 
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TABLE 2 


DIFFERENTIAL DIAGNOSIS OF ALLERGIC AND INFECTIOUS CONDITIONS OF THE 
Upper Respiratory TRACT IN CHILDREN‘ 


ALLERGIC INFECTIOUS 
History 
1. Attacks usually recurrent 1. Attacks usually single 
2. Often mild symptoms between attacks 2. Usually clears up completely 
3. Definite relation to heredity 3. No relation to heredity 
4. Not contagious 4. Contagious 
5. Not related to exposure to another case 5. Definite relation to exposure to another case 
6. Constitutional symptoms slight 6. Constitutional symptoms more marked 
7. Foods and inhaled substances often traced as causes 7. No relation to foods or inhaled substances as cause 
8. Itching common 8. No itching 
9. Wheezing common 9. No wheezing 
10. Other allergic conditions present or in past history 10. Usually no other allergic condition present or in 
past history 
Examination 


1. Visible mucous membranes pale, glistening and 
edematous 

2. Thin, watery, mucoid nasal discharge; mucoid spu- 
tum present 

3. Smear shows eosinophils, 10 per cent or more 


Other signs of allergy often present 

. Sinus involvement of hyperplastic type 

. Wheezing breath sounds 

. Roentgenogram shows increased bronchial markings 
. Allergic skin reactions usually positive 


1. Visible mucous membranes hyperemic, red 


2. Mucopurulent or purulent nasal discharge and spu- 
tum present 

3. Smear shows polymorphonuclear neutrophils as pre- 
dominant cells; eosinophils few or absent 

. No other signs of allergy 

. Sinus involvement of purulent type 

No wheezing breath sounds 

. Bronchial markings not increased in roentgenogram 

. Allergic skin reactions usually negative 


COMBINED ALLERGIC AND INFECTIOUS 


Primary allergic conditions are often accompanied by secondary infections. Cure depends on recognition and relief 
of the allergy. The body then overcomes the infection in most cases. This does not preclude treatment for the infec- 


tion when indicated. 


ing. The history and examination parallel the 
findings of recurring nasal allergies, and diag- 
nosis of the allergic nature of the persistent 
rhinitis again is based on the cytology of nasal 
secretions. 


Nasal Polyps 


Nasal polyps are uncommon in children but 
when they do occur they are nearly always 
pathognomonic of the allergic state. Removal 
of the polyp is not adequate treatment unless 
one prevents recurrence by proper treatment 
of the underlying allergy. 


Sinusitis 


With the exception of the ethmoid sinus in- 
fections described earlier, the impression is 
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that most so-called sinus disease in children 
occurs in association with allergic involve- 
ment of the nasal mucosa. The lining mem- 
branes of the paranasal sinuses share in the 
allergic reaction and produce the characteris- 
tic clouding of the sinuses seen on roentgeno- 
grams, but very rarely are there any symp- 
toms specifically referable to the sinuses. As 
a rule, with proper therapy for the allergic 
condition, the roentgenographic evidence of 
sinus involvement will disappear after the 
nasal mucosa has approached normal. 


Diagnosis and Treatment of Allergic 
Nasal Qbstruction 


Having diagnosed the allergic nature of a 
nasal disorder, it is desirable to know the fac- 
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tor or factors responsible for the allergic reac- 
tion. In general, the most frequent offending 
allergens in children are inhalant materials, 
such as house dust, feathers, molds and ani- 
mal danders. Wool, insect sprays and miscel- 
laneous inhalant materials encountered about 
the house occasionally may cause difficulty. 
Efforts to eliminate all possible contact with 
these substances, especially in the child’s own 
room, may be of great help in controlling 
symptoms. Careful cleaning of the room, cov- 
ering the mattress, box spring and pillows 
with an impervious material, and eliminating 
dust catchers, such as shelves of books and 
toys, will produce satisfactory relief for many 
children. Detailed instructions written espe- 
cially for parents are given in Glaser’s mono- 
graph.” In certain instances, seasonal problems 
due to pollen may be encountered. In cases in 
which the history indicates possible food al- 
lergy, elimination diets may be useful. If 
these approaches are unavailing or if more 
complex problems are present, the help of a 
competent allergist may be indicated. 

Treatment of any secondary infection is es- 
sential and should be in accord with the best 
methods for the particular infection. Special 
attention should be given to hypertrophied or 
diseased adenoids and tonsils. There can be no 
quarrel with the desirability of removing these 
structures when they are diseased, but two im- 
portant considerations should be stated: (1) 
The indications for removing tonsils and ade- 
noids are no different in the allergic than in 
the nonallergic child. If anything, the indica- 
tions in the allergic child should be even more 
stringent. Simple hypertrophy is rarely a suf- 
ficient indication for surgery. (2) If diseased 
tonsils and adenoids are to be removed from 
an allergic child, the allergy should receive 
adequate specific treatment for three to six 
months prior to operation and treatment 
should be continued as indicated thereafter. 
This important consideration is based on two 
observations. One is that children whose ade- 
noids are removed more than once almost in- 
variably have a nasal allergy, and the other is 
that first attacks of asthma often follow re- 
moval of tonsils and adenoids in a child with 
untreated nasal allergy. 
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Skin testing and specific desensitization 
therapy should be handled by those familiar 
with their use in children. 


Other Causes 


Agammaglobulinemia—This term has been 
used to describe a quantitative, and perhaps a 
qualitative, deficiency of gamma globulin in 
the blood protein fraction of persons who ap- 
pear to be inordinately susceptible to various 
infections, primarily bacterial.’ Frequently re- 
curring upper respiratory tract infection with 
otitis media and tonsillitis, recurrent bron- 
chitis and pneumonia, and recurrent sepsis 
have been observed. A gamma globulin de- 
ficiency should be suspected in a child who 
has recurring upper respiratory tract involve- 
ment, provided other causes, including allergy, 
have been ruled out. Diagnosis is established 
by determining the blood gamma globulin 
level, or in some instances by therapeutic trial 
with gamma globulin. In treatment, Janeway® 
recommends injecting 0.1 cc. of gamma globu- 
lin per kilogram of body weight every four to 
six weeks. 

Kartagener’s syndrome—This is the term 
applied to the triad of situs inversus viscerum 
(especially dextrocardia), bronchiectasis and 
chronic sinusitis. This condition, while rare, 
is of interest here because its symptoms often 
appear to be those of a perennial allergic 
rhinitis. Treatment at present consists only of 
prompt therapy for all respiratory infections. 

Anomalies of the aortic arch—Infants and 
young children with double aortic arch and 
other types of anomalous vascular rings pro- 
ducing compression in the region of the tra- 
chea and esophagus usually present a picture 
of chronic recurring respiratory tract infec- 
tion, primarily bronchopulmonary, but with 
some chronic upper respiratory tract involve- 
ment also. Infants nearly always have exac- 
erbations of symptoms while feeding, with 
coughing, choking, vomiting or cyanosis. 
Treatment is surgical, and in most instances 
relief can be expected if the compressing ves- 
sel can be divided. 

Hypothyroidism—Myxedematous involve- 
ment of the nasal mucosa causing chronic na- 
sal obstruction may occur in hypothyroidism, 
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and on occasion may be the sole recognizable 
manifestation. Diagnosis is best made by re- 
membering that hypothyroidism may occur, 
and then verifying its presence by suitable 
laboratory procedures. Medication with ap- 
propriate amounts of thyroid hormone often 
produces striking relief of the obstruction. 


Complications 


No discussion of nasal obstruction in chil- 
dren would be complete without a considera- 
tion of the complications which may be antici- 
pated when the obstruction is long-standing 
and untreated.‘ 

Adenoid facies—The facial features which 
are characteristic of this descriptive term are 
familiar to every physician who cares for chil- 
dren. This appearance is produced not only 
by the obstruction of enlarged adenoids, but 
also by chronic allergic nasal obstruction. Ade- 
noid facies result from the increased effort 
expended in breathing through a_ partially 
obstructed nose, and possibly from failure of 
nasal sinuses to grow properly because tissue 
swelling occludes their natural openings. 

Malocclusion—Again, both enlarged ade- 
noids and chronic nasal allergy have been 
thought to be factors occasionally active in 
producing malocclusion. Straub* found that 
40 per cent of 144 children undergoing ortho- 
dontia had chronic nasal allergy. Others have 
been unable to show any correlation. My own 
experience indicates that nasal obstruction 
may be a factor in the development of an 
anomalous bite and that in such cases relief 
of the nasal obstruction will make the task of 
the orthodontist much easier. 

Otitis media and deafness—Chronic in- 
volvement of the middle ear with or without 
deafness is known to attend chronic nasal ob- 
struction from any cause. Increase in lymphoid 
tissue in the area of the eustachian tubes or 
swelling of the mucous membranes in this area 
is specially important. Relief of the obstruc- 
tion is essential in eliminating infection and 
restoring hearing. 

Funnel chest deformity—This is a simple 
depression, variable in depth, involving main- 
ly the lower portion of the sternum, the xiphoid 
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process, and the neighboring rib cartilag:s. It 
is a frequent finding in chronic nasal obsirue- 
tion and is one more evidence of the increased 
effort necessary to inspire through the par- 
tially blocked nose. 

Growth failure—Failure to gain weight and 
other evidences of inadequate growth have 
been observed in children with chronic upper 
respiratory tract infections, even though their 
appetites are normal. This may be explained 
by the deleterious effect of nasal obstruction 
on pulmonary ventilation and oxygen inter- 
change. At any rate, it is common to see a 
child relieved of obstructing adenoids or 
chronic nasal allergy gain weight and improve 
greatly in general health. Such benefits rarely 
can be explained solely on the basis of elimi- 
nation of infection, because too often infec- 
tion is a very minor part of the problem. 


Summary 


It is safe to say that in considering chronic 
or recurrent nasal obstruction in children, in- 
fections, enlarged adenoids and tonsils, and 
chronic nasal allergy stand out as the three 
principal causes. Satisfactory management of 
these patients depends on an accurate diag- 
nosis and an even more accurate appraisal of 
the relative importance of these three factors 
when they occur in the same patient. These 
causes have been discussed in some detail and 
some less common forms of nasal obstruction 
have been more briefly mentioned. 

The importance of relieving nasal obstruc- 
tion has been indicated by reviewing some of 
the complications which may be expected in 
persistent, untreated nasal obstructions. 
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The Significance of Signs and 
Symptoms of Anxiety Reactions 


MARC J. MUSSER* 


University of Wisconsin Medical School, Madison 


Ir has been pointed out that the practicing 
physician has no choice as to whether or not 
to deal with the problem of anxiety.’ His only 
choice lies in whether he deals with it well or 
badly. 

A consideration of the signs and symptoms 
of anxiety encompasses a broad segment of the 
practice of medicine. Anxiety is, to some ex- 
tent, a factor in almost every illness and may 
significantly influence its course and outcome. 
The major feature of all psychoneurotic dis- 
orders, regardless of whether they are mani- 
fested psychically or as disturbances of bodily 
function, is excessive and sustained anxiety. 
An increasing amount of evidence exists to in- 
dicate that anxiety plays a causative role in a 
large number of specific diseases, some of 
which may be disabling and life-threatening. 
Thus, any physician who practices medicine 
is continually dealing with the problem of 
anxiety in a variety of forms. Whether he 
does this well or badly depends on (1) his 
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ability to recognize anxiety in its protean 
manifestations, (2) his ability to reconstruct, 
from a study of a patient’s history, personal- 
ity, attitudes, and patterns of dealing with 
various life situations, the factors responsible 
for the development and persistence of the 
anxiety, and (3) his ability to assist a patient 
in learning a more flexible and satisfactory 
manner of dealing with his environment, or 
to otherwise resolve the factors responsible 
for his anxiety. 

Anxiety is in itself a symptom; it may pro- 
voke a wide variety of secondary symptoms 
which may or may not be accompanied by 
physical signs. There is a certain range of 
anxiety which is an entirely normal reaction 
to various life-threatening situations, and an 
essential asset for the protection and survival 
of the organism. Under appropriate circum- 
stances, it may increase effort, efficiency and 
alertness. Usually, it is appropriate to the sig- 
nificance of the provoking stimulus, and it 
subsides with reasonable promptness when the 
stimulus is withdrawn. Each individual has a 
characteristic pattern of anxiety, both psycho- 
logic and physiologic. Consequently, the lim- 
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its of what would be considered normal anxi- 
ety are quite broad. 

Morbid anxiety, however, has a much more 
complex significance. It is a state of excessive, 
frequently inappropriate, and sustained anxi- 
ety which has undesirable and often devastat- 
ing effects on the mental and physical health 
of the individual. When present, it indicates 
that the individual, with his characteristic per- 
sonality and attitudes, is ineffectively and un- 
successfully dealing with his environment or 
certain life situations, whether he is aware of 
it or not. It may have its origin in intense in- 
security, or frustration, or restrained anger or 
resentment; it may be provoked by the de- 
mands and threats arising from the individ- 
ual’s environment. In the majority of instances, 
it is the result of an unresolved conflict which 
arises sometime during a person’s life. In 
some cases, the conflict exists at a conscious 
level and can be defined by the patient. More 
often, because of its unpleasant and threaten- 
ing nature and the existence of elements not 
acceptable to the individual’s concept of him- 
self, the conflict has been repressed into the 
unconscious. Either way, it persists as a source 
of anxiety of varying intensity, which to the 
individual may be more harassing and threat- 
ening than the conflict itself. 

In any consideration of anxiety or emotions, 
it is important to recognize that the intensity, 
or quantity, of the feeling and the manner in 
which an individual deals with it, or reacts to 
it, are the determining factors in the differen- 
tiation of an entirely normal from an abnor- 
mal situation. A certain experience may affect 
one person very little, but may provoke a 
severe anxiety reaction and a chronic illness 
in another. Actually, one of the most difficult 
problems which confronts the internist or gen- 
eral practitioner is the determination of the 
point at which what is considered normal be- 
gins to shade off into the abnormal. Probably 
the vast majority of minor abnormalities of 
emotional behavior never become medical 
problems. However, every emotional illness 
has had to begin with some departure from 
the normal, so that an alertness to the mani- 
festations of these minor deviations becomes 
important not only to the recognition of an 
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emotionally induced illness but also to <n as. 
sessment of the potentialities for emo’ ional 
illness in a given individual. For instance, it 
is expected and accepted that a woman. fol- 
lowing a delivery, will require a short period 
of convalescence for the restoration o! her 
vitality and stamina. However, if a woman 
remains listless, tired and poorly motivated 
for weeks or months after a delivery, it strong- 
ly suggests that the experience has significant- 
ly disturbed her emotional equilibrium. 

It also is recognized that an individual, on 
developing excessive and sustained anxiety, 
attempts to defend himself against it so that 
he may control it or lessen the intensity of its 
unpleasantness. He may repress it, rationalize 
it or seek to overcome it with a burst of ac- 
tivity and aggressiveness. He may adopt cer- 
tain attitudes and behavior characteristics 
which seem to make it easier for him to deal 
with his emotional discomfort. He may. for 
example, become overly conscientious, overly 
meticulous and overly solicitous and express 
in his behavior an entirely unrealistic sense of 
duty. Or, he may seek to be as perfect as pos- 
sible in everything he undertakes, regardless 
of its importance, and he will enjoy no satis- 
faction or peace of mind until his impractical 
and uncompromisingly high standards have 
been maintained. Even then, he may remain 
uneasy. This drive for perfection, or “being 
a perfectionist,” is a common and very re- 
vealing symptom. Such people are insecure. 
excessively apprehensive and lacking in con- 
fidence in their ability. Their perfectionism to 
a large extent springs from their great need 
for approval and their exaggerated fear of 
disapproval in their interpersonal relation- 


- ships. Recognition, then, of this tendency in a 


patient gives one a considerable insight into 
his personality and perhaps an important clue 
to the nature of his basic emotion! problem. 

Another common defensive pattern is ob- 
served in the individual who establishes a 
rigid routine of daily activities and struggles 
to conform to it at any cost. These are the “a 
place for everything, and everything in its 
place” people. They say, “My mother always 
insisted that things be done at the proper 
time, and I’m just like her.” They push them- 
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selves relentlessly to get a job done. They in- 
variably have to see to everything themselves, 
are restless when they have nothing to do, 
and become uneasy and annoyed in the face 
of interruptions, delays and opposition. Again, 
these are compulsive, insecure and unimagina- 
tive people who have been taught or otherwise 
have acquired only one way of dealing with 
life situations, and their emotional security 
and stability depend on their ability to main- 
tain it. 

While these examples are cited to illustrate 
several common defenses against excessive 
anxiety, it is also apparent that they are per- 
sonality characteristics possessed by a great 
many seemingly normal and well-adjusted 
people. In fact, many people are admired for 
their remarkable devotion to duty, depend- 
ability and meticulousness. Frequently, they 
are sought after because of their efficiency and 
unfailing willingness to cooperate. Obviously, 
the degree to which these characteristics in- 
fluence an individual’s over-all adjustment to 
his environment varies widely. Perfectionism 
or compulsiveness may play a minor role in 
the personality of one person but a major role 
in another. Medically, though, these defensive 
patterns become important in the extent to 
which they indicate the existence of excessive 
underlying anxiety and increased susceptibil- 
ity to more severe emotional difficulty should 
they break down in the face of increased 
stress. 

When an individual’s defensive mechanisms 
are no longer effective, more complex and 
serious manifestations of anxiety may appear. 
He may develop an hysterical or conversion 
reaction, alcoholism or some form of addic- 
tion, a phobic or obsessive-compulsive neu- 
rosis, or, finally, a particular type of affective 
psychotic reaction. 

More common, however, is the manifesta- 
tion of morbid anxiety in some form of bodily 
disturbance. Medically, the somatic manifesta- 
tions of an emotional disorder become increas- 
ingly important because of the frequency with 
which their emotional significance is over- 
looked and because they consequently are mis- 
diagnosed and improperly treated. Frequently, 
erroneous diagnoses and inappropriate ther- 
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apy contribute to the chronicity and severity 
of the illness. 

The somatic symptoms of anxiety vary 
widely in nature, severity and duration.** 
Cameron’ has pointed out that they most fre- 
quently relate to skeletal muscle function. The 
increase in muscular tension which accom- 
panies anxiety may produce such diverse symp- 
toms as fatigue, weakness, drawing sensations 
in the extremities, headaches, unsteadiness of 
gait, clumsiness of the hands and feet, jerking 
of the limbs on going to sleep, clicking and 
ringing in the ears, and blurring of vision. 
Similarly, symptoms implicating the cardio- 
vascular, gastrointestinal, respiratory and geni- 
tourinary systems, as well as the skin, may be 
the predominant manifestations of the under- 
lying emotional disturbance. They may or may 
not be accompanied by physical signs. One or 
many may exist in a given patient. They may 
be acute, subacute or chronic, depending on 
the nature of the illness and the precipitating 
emotional disturbance. 

More often than not, the patient has little 
if any awareness of feelings of anxiety, exces- 
sive tension or emotional difficulty, or if they 
are present he does not relate them to his 
somatic symptoms. In fact, he might resent 
the implication that they are associated. How- 
ever, the very nature of the symptoms fre- 
quently implies their emotional origin, and 
the patient often will express or exhibit other 
manifestations which should encourage an 
evaluation of his personality and emotional 
equilibrium. Properly, the diagnosis of an 
emotionally induced illness should be made 
on as positive grounds as the diagnosis of an 
organic disease. This is accomplished by an 
evaluation of the nature and significance of 
the presenting symptoms in terms of the physi- 
ologic changes they reflect and the elucida- 
tion of the underlying causal emotional dis- 
order suggested by their presence. 

There is a group of symptoms which seem 
to occur with remarkable frequency in the 
chronically anxious patient. They may be pri- 
mary or secondary features of the history, but 
whenever they are present they carry signifi- 
cant implications. 

Weakness, asthenia and easy fatigability 
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are especially common. Their emotional origin 
is suggested by the inconsistency of their rela- 
tionship to exertion or to the pattern of an 
organic illness. They characteristically appear 
in association with periods of emotional stress 
and relate more closely to what is demanded 
of a patient or to his emotional reaction to a 
situation than to the physical energy he ex- 
pends. Clinically, they may be expressed in 
several patterns. The patient may feel “worn 
out all the time,” “too exhausted to do any- 
thing”; or he may have sudden, recurrent epi- 
sodes of weakness, often accompanied by gid- 
diness, mental confusion, cardiac palpitation, 
respiratory difficulties, paresthesia of the face 
and extremities, sweating or trembling. Emo- 
tionally induced hyperventilation is a frequent 
mechanism for the production of such epi- 
sodes. Especially characteristic is asthenia 
which is present on arising in the morning. 
Gradually, during the day this subsides so that 
by evening an acceptable state of well-being 
is experienced. Such patients say, “I get up 
feeling more tired than when I| went to bed; 
it takes me several hours to get going.” When 
investigated further, it becomes evident that 
these patients find the problems of the day 
unpleasant and anxiety-provoking, and they 
hesitate to face them. But, as the anticipated 
threats pass, they seem to acquire a growing 
sense of security and confidence which per- 
mits a reduction in their tension and appre- 
hension. In general, the anxious patient who 
is tired or weak is so because he is tense. 
disinterested, bored, unwilling or frustrated 
in obtaining his goals. 

Persistent insomnia, in the absence of pain, 
respiratory difficulty, or other bodily discom- 
fort, is another common symptom of anxiety. 
Sometimes, it may be the earliest manifesta- 
tion. People who build up excessive tension 
in the course of a day’s activities find it diffi- 
cult or impossible to relax on retiring and 
then frequently augment their difficulty by 
worrying and fretting over the problems and 
uncertainties of the day just past or of the 
oncoming day. Occasionally associated with 
the sleeplessness are such symptoms as itching 
or paresthesias, sweating, muscle cramping, 
and the so-called “restless legs syndrome.” Al- 
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most equally common is a tendency to awaken 
unnecessarily early in the morning. [his 
“morning insomnia” is a classic symptoin of 
depression. However, it also occurs in anxious 
people who awaken early with an exaggerated 
sense of readiness and apprehension in the 
face of the threatening and unpredictable 
events of the forthcoming day. 

Anxiety is frequently manifested by dis- 
turbances of gastrointestinal function. The 
patterns of obesity, peptic ulcer, cardiospasm, 
nervous vomiting, the irritable bowel syn- 
drome, as well as their psychodynamic fea- 
tures have been well documented. In mild 
and less clear-cut gastrointestinal somatization 
reactions, changes in the eating habits of an 
individual may be significant. An impairment 
of appetite; the acquisition of new, or the ac- 
centuation of old, food idiosyncrasies; or a 
sudden gain in weight along with an increased 
desire for food may suggest the existence of 
underlying anxiety. Especially significant is a 
loss of appetite for breakfast. Sometimes a 
patient will even become nauseated at the 
sight of food for several hours after arising. 
At other times, patients will awaken with hun- 
ger but will experience satiety or nausea after 
a few bites of food. Later in the morning, the 
usual appetite returns, and the remaining 
meals of the day are well tolerated. This pat- 
tern, like that of morning asthenia, reflects 
an excessive amount of anxiety and tension 
which is maximal on arising. This frequently 
has its origin in a feeling of uncertainty over 
one’s ability to deal successfully, in terms of 
ability or time, with the various responsibili- 
ties of the day. 

The migraine syndrome, with its character- 
istic headache and nasal, ocular and gastro- 
intestinal symptoms, and the other types of 
nonorganic periodic headache are clear-cut 
manifestations of an emotional disorder. Yet 
the frequency with which this is overlooked 
is striking. One of the reasons for this is that 
the efficiency, dependability and superficial 
personality characteristics which the affected 
people manifest quite cleverly conceal the anx- 
iety, frustration and resentment with which 
they actually operate. 

For example, a 39 year old married wom- 


POSTGRADUATE MEDICINE 


2 
| 
4 
| 
| 
; 
Si 
J 
: 
on 
| 
eS 
= 
| 
= + 


an had had classic migraine since the age of 
13 years. The frequency of headaches had in- 
creased to three weekly. 

This woman appeared to be the typically 
prompt, well-groomed, businesslike and com- 
pletely capable type of migrainous person. 
She efficiently managed her home, supervised 
her three children, and was prominent and 
active in civic and church affairs. As her re- 
sponsibilities had increased, she had found it 
necessary to work for 12 to 14 hours daily. In 
spite of this, she had continued to accept ad- 
ditional responsibilities, and indicated that 
she never had turned down a request for her 
services. As a child, she had been taught a 
“true Christian way of life” by an ambitious, 
domineering, uncompromising, migrainous 
mother. The essential feature of this was that 
it was expected that she should make every 
possible effort and personal sacrifice in order 
to please and meet the demands of other peo- 
ple. She had had no choice but to accept it, 
and subsequently had struggled to conform. 
She had never even considered any other way 
of life. 

She expressed strong concern over her abil- 
ity to meet the expectations of other people. 
her increasing frustration in the face of her 
growing responsibilities, and, finally, with 
much reluctance and uneasiness, her great re- 
sentment of the demands of other people and 
especially of her rigid mother. When satisfied 
that there were equally Christian, more realis- 
tic and less exhausting ways of living, she 
promptly set out to revise her own. She limited 
her responsibilities and daily activities, dis- 
carded the maternally enforced standards and 
established those of her own, became less con- 
cerned with what other people thought, and 
found it increasingly easy to say “no.” She 
has had two headaches in the past seven years. 

Pain or aching in the muscles of the neck, 
back, chest or extremities is a prominent pre- 
senting complaint of chronically anxious pa- 
tients. Such symptoms are prone to occur 
when an individual is driving himself too hard 
physically or mentally, is operating under ex- 
cessive pressure or responsibility, or is forced 
to restrain aggressive or hostile impulses 
which he has accumulated. Especially com- 
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mon are recurrent aching and tightness in the 
posterior cervical muscles, interscapular or 
lumbar backaches, and migratory muscular 
and periarticular pains which superficially 
suggest rheumatoid arthritis. 

For example, a 20 year old woman entered 
the hospital because of chronic fatigue which 
had been present since the birth of her third 
child 11 months previously. Subsequently, she 
had experienced recurrent episodes of migra- 
tory joint and skeletal muscle aching, occa- 
sionally associated with mild joint swelling 
and low grade fever. A diagnosis of rheuma- 
toid arthritis had been made and various types 
of currently popular therapy instituted. The 
persistence of her symptoms, in spite of these 
measures, had raised the diagnostic considera- 
tion of disseminated lupus erythematosus. 

The patient was a tense, restrained, fright- 
ened and passive young woman. Although she 
professed to be in a symptomatic period, there 
were no signs of rheumatoid arthritis. A Cos- 
ten syndrome accounted for the pain in the 
region of the left temporomandibular joint. 
The results of appropriate laboratory studies 
were normal. 

A moderately severe anxiety reaction with 
some superimposed reactive depression was 
found. This had had its background in a psy- 
chically traumatic and unpleasant childhood 
family relationship which had left the patient 
insecure, overly conscientious, extremely fear- 
ful of criticism, and inept in her interpersonal 
relationships. She had viewed her marriage as 
a never-relenting challenge to prove herself 
and to maintain her favorable standing in the 
opinion of other people. She had established 
a rigid, perfectionist routine which she com- 
pulsively had maintained at the expense of 
her energy and emotional tranquility. The re- 
sponsibility of each new child had only added 
to her already excessively heavy load. Finally, 
when the third child had been born, she had 
found herself unable to maintain her pace and, 
in the face of a threatened decline in her high 
standards, her anxiety and frustration had 
mounted. 

As this woman was helped to understand 
the relationship between her physical symp- 
toms and her long-standing emotional prob- 
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lem, and allowed to freely ventilate her re- 
pressed anxiety and resentment, her symptoms 
subsided. As she has been able to work out 
more realistic and effective patterns of deal- 
ing with the various stresses originating in 
her environment, she has had fewer recur- 
rences. 

Chest pain, so alarming because of its im- 
plication of heart disease, is often a mani- 
festation of spasm or excessive tension in the 
intercostal or pectoralis muscles or both. Sev- 
eral years ago a survey of the symptoms and 
signs presented by a large group of emotion- 
ally disturbed patients disclosed a high inci- 
dence of complaints referable to the shoulder 
and arm." Usually, these symptoms suggested 
a subacromial bursitis or a tendonitis in the 
musculotendinous cuff of the humerus, but, 
occasionally, a marked similarity to a scalenus 
anticus syndrome or a shoulder-hand syn- 
drome was present. On more careful investi- 
gation, it was found that these symptoms had 
developed in close relationship with the exist- 
ing emotional disorder, had responded poorly 
to the usual therapeutic procedures for bursi- 
tis and tendonitis, and were not completely 
relieved until the accompanying emotional dis- 
order was resolved. Actually, there is reason 
to believe that in a large percentage of the 
cases of bursitis of the shoulder the disease 
develops in excessively tense, anxious people 
as a result of the increased vulnerability of 
the pectoral girdle produced by increased 
muscle tension. 

The current increased emphasis on the emo- 
tional factors in disease has not only required 
a physician to have a broader practical knowl- 
edge of psychiatry, but it has also necessitated 
a change in his concept of the significance of 
physical symptoms. A symptom, and some- 
times a disease, may be a manifestation of 


both a disturbance in body physiology and a 
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disturbance in emotional equilibrium. Not 
only can a symptom suggest the presence of 
an emotional disturbance, but it often can pro- 
vide a clue as to the nature of that disturbance 
as well. Such attention to the significance of 
symptoms cannot do other than improve a 
physician’s diagnostic acumen, for he should 
be as proficient in the recognition of emo- 
tional illnesses as he is of organic disease. 
This is very much in order since the large 
majority of emotionally induced illnesses are 
not properly diagnosed for from one to three 
or four years after the appearance of the 
initial symptoms. The period of time before 
appropriate psychotherapy is instituted is even 
longer. Each physician has his own way of 
handling these illnesses. 

Laborious and time-consuming as psycho- 
therapy is, it is the only effective manner of 
treating emotionally ill people. In the face of 
the apparent increase in emotionally induced 
illness, it is clear that the responsibility for the 
treatment of much of it will rest on the in- 
ternist and general practitioner. Effective psy- 
chotherapy for a large number of patients is 
accomplished by their better understanding 
of the nature of their symptoms and them- 
selves. A physician can prepare himself to 
assist his patient to accomplish this by his 
careful appraisal of the patient’s symptoms, 
personality, attitudes and manner of dealing 
with various life situations. 
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Acute Gastric Dilatation 


JACK MOYERS* 


State University of lowa College of Medicine, lowa City 


Acute gastric dilata- 
tion is known by sev- 
eral other names, such 
as acute duodenal ileus, 
acute gastromesenteric 
ileus and arteriomes- 
enteric ileus. It is a 
condition that may be 
caused, or perhaps be 
enhanced, by hypoten- 
sion. It may be ob- 
served before opera- 
tion, on the operating table or in the recovery 
and postsurgical room. It may occur in infants 
and in elderly patients. Acute gastric dilata- 
tion probably exists unobserved and unantici- 
pated on more occasions than it is searched 
for and not found. 

A patient need not have so-called typical 
signs and symptoms of distended and tympa- 
nitic abdomen and shortness of breath in or- 
der to have acute gastric dilatation. This is 
usually not a painful state, and many patients 
for whom it might otherwise be a source of 
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distress are anesthetized, under the influence 
of analgesics, or are comatose. These same 
patients are the least able to tolerate the con- 
sequences of continued and increasing dis- 
tention, such as overflow emesis, tracheal as- 
piration, hypotension and_ hypoventilation. 
One should consider strongly that hiccup, 
belching, heartburn and repeated vomiting of 
small quantities of gastric contents may be 
assignable to gastric dilatation. If the dilata- 
tion has developed rapidly, hypotension may 
be striking; if it has been of slow onset, a nor- 
mal tension is more likely to exist. Continued 
dilatation may result in severe circulatory de- 
ficiency because of loss of gastric and duo- 
denal secretions and transudation from poorly 
functioning capillaries. 

Investigation and treatment can be insti- 
tuted simultaneously by intubating the stom- 
ach and aspirating its contents. It is not un- 
common for the benefits of gastric intubation 
to be quite out of proportion to the amount 
of material aspirated. In this circumstance, 
the effect of moderate gastric dilatation may 
have been augmented by coexisting conditions, 
as hypovolemia and respiratory depression. 
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FIGURE 1. Roentgenogram showing marked retraction of the sternum of an infant with severe inspiratory obstruction. 
The esophageal lumen from the pharynx to the cardia can be seen easily. The source of the gas distending the gas- 


trointestinal tract is obvious. 


Case 1—A 40 year old man was admitted 
to the hospital about 16 hours after he had 
been pinned beneath an overturned tractor. 
Physical examination revealed a tense, rigid 
abdomen that was extremely painful and ten- 
der. He was mentally alert, and said that he 
had had several episodes of vomiting after the 
accident. The blood pressure was 68 mm. of 
mercury systolic and 10 mm. diastolic, and 
the pulse rate was 118 per minute. The eryth- 
rocyte and leukocyte counts were 5,000,000 
and 16,350 per cubic millimeter of blood, re- 
spectively, and the value for the hemoglobin 
was 15.4 gm. per 100 cc. of blood. Gross 
hematuria was present, and blood also was 
present in the rectum. Roentgenographic ex- 
amination of the abdomen disclosed fractures 
of the left transverse processes of all of the 
lumbar vertebrae. 

Efforts were directed toward correcting the 
shocked condition so that an exploratory lapa- 
rotomy could be performed. Infusion of 1500 
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cc. of physiologic saline solution was followed 
by the transfusion of 500 cc. of whole blood. 
Two hours after the patient was admitted to 
the hospital, the blood pressure was 80/55 
and the pulse rate was 118. He was nauseated 
and vomited small amounts of greenish liquid. 
A Levin tube was passed into the stomach, and 
a small amount of gas and fluid was aspirated. 
Although only a small amount of material 
was aspirated, the blood pressure was 115/60 
immediately after the aspiration and it was 
120/70 10 minutes later. The time that elapsed 
between the determination of the pressure of 
80/55 and the pressure of 115/60 was about 
two minutes, which was the time required to 
aspirate the stomach. An exploratory lapa- 
rotomy then was performed safely. 
Dragstedt, Montgomery, Ellis and Mathews' 
have described the reflex mechanism by which 
gastric dilatation may follow abdominal sur- 
gical procedures, and perhaps this same mech- 
anism operates following nonsurgical trauma. 
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More recently, Maddock” presented a clear 
concept of the source of distending gas. That 
the gas has been swallowed is by no means 
universally true, nor will the laws of physical 
diffusion permit the gas to be delivered by 
the circulatory route. It appeared to Maddock 
that altered respiratory movements might pro- 
vide the gastrointestinal tract with the external 
air that is the chief source of gas in gastro- 
intestinal distention. He demonstrated that in- 
spiration against a closed glottis can easily 
draw into an intubated stomach 50 to 100 ce. 
of air with each effort. Furthermore, this gas 
will pass from the stomach to the rectum in 
less than 30 minutes. The application of this 
finding to the patient with respiratory obstruc- 
tion is not difficult (figure 1). 

There are other occasions when a patient 
may experience gastric dilatation as a conse- 
quence of respiratory therapy. Assisted or con- 
trolled ventilation as a part of the proper con- 
duct of anesthesia may force large quantities 
of gaseous agent into the stomach. 

It is especially likely to occur when obstruc- 
tion of the upper part of the respiratory tract 
is being overcome. It is also a frequent result 
of assisted ventilation which properly pre- 
cedes endotracheal intubation, a_ technical 
maneuver which has as a credential the obvia- 
tion of gastric inflation during periods of ven- 
tilation by the anesthetist. Most persons to 
whom positive-pressure ventilatory assistance 
is given will have pharyngeal and cardiac 
sphincter relaxation owing to anesthetic agents, 
hypoxia, or central depression from poisons 
and trauma. Therefore, since the facility for 
producing acute gastric dilatation by artificial 
ventilation is great in those patients whose 
defense is minimal, one must be ever alert to 
the untoward results of such treatment. Again 
it is emphasized that these same patients, and 
for the same reasons which caused the respira- 
tory difficulties, will tolerate aspiration of 
gastric contents, hypotension and restricted 
ventilation poorly. 

Case 2—An 89 year old woman was anes- 
thetized for surgical fixation of a fracture of 
the neck of the femur. She had been admitted 
to the hospital 24 hours previously in a de- 
hydrated state and under the influence of 
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0.015 gm. of morphine. Preoperative treat- 
ment included the administration of antibi- 
otics, the application of traction to the frac- 
tured leg, and the intravenous administration 
of fluids. Her blood pressure was 180/100, 
and ventilation appeared adequate. In order 
to produce light anesthesia, small amounts of 
DEMEROL® hydrochloride were administered 
intravenously, and nitrous oxide was admin- 
istered by inhalation. Respirations were as- 
sisted by manual compression of the rebreath- 
ing bag. 

Thirty minutes after the induction of an- 
esthesia, her blood pressure dropped abrupt- 
ly to 80/50, her skin became pale and moist, 
and her abdomen obviously was distended. An 
estimated 1000 cc. of fluid and a large volume 
of gas were evacuated from the stomach with 
an Ewald tube. Her blood pressure promptly 
increased to 170/80, and her skin became dry 
and pink. Her subsequent progress in the hos- 
pital was satisfactory. 


Treatment 


Besides prevention, the treatment of acute 
gastric dilatation is evacuation of the stomach 
by means of intubation. This usually can be 
accomplished with ease. However, it is not 
necessarily a brief procedure. Continued at- 
tention and observation are important to pre- 
vent recurrence of the distention. 


Summary 


It is believed that acute gastric dilatation is 
very common. Its consequences such as tra- 
cheal aspiration of gastric contents, hypoten- 
sion and interference with ventilation are seri- 
ous, and they are particularly hazardous for 
patients in whom this condition is likely to 
occur. An understanding of the mechanisms 
of the production of acute gastric dilatation 
and an awareness of its possible occurrence 
are necessary for its prevention and proper 
treatment. 
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Malignant Melanoma 


STANLEY C. BAKER, JR.* 


Veterans Administration Hospital, Martinsburg, West Virginia 


The proper treatment 
of malignant melanoma 
is wide surgical exci- 
sion before metastasis 
has taken place. Any 
compromise, such as 
inadequate sharp exci- 
sion, removal by freez- 
ing, or use of electro- 
needles or caustics, 
seriously jeopardizes 
the prognosis." Unfor- 
tunately the physician 
may not recognize the true nature of the 
lesion and may undertake a most conserva- 
tive removal under the incorrect assumption 
that it is a benign nevus. A pathologic diag- 
nosis will enable him to correct this inade- 
quate excision, but in many instances tissue 
is not saved for microscopic study and local 
recurrence or the appearance of metastases 
reveals the true condition. 

The majority of malignant melanomas origi- 
nate from long-standing, visible nevi.* * Theo- 
retically, then, judicious excision of danger- 
ous nevi could prevent most of them. However, 
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most patients do not seek medical attention 
until increasing pigmentation, ulceration, in- 
creased rate of growth, tenderness or bleeding 
and malignant degeneration already have oc- 
curred. These complaints make it imperative 
that one establish a pathologic diagnosis and 
institute adequate therapy. 

Melanomas metastasize via either the blood 
stream or the lymphatic system. The five year 
survival rate in cases without evidence of me- 
tastasis is 35 per cent following wide local ex- 
cision. When regional lymph nodes are in- 
volved, approximately 15 per cent of patients 
with malignant melanoma survive five years 
following an en bloc excision including the 
lymph nodes.* There are no five year survivals 
when visceral metastasis has taken place.” One- 
third of the cases presented here fall into the 
latter group. 

To improve these poor survival figures we 
must direct attention either to prophylactic 
removal of nevi or to patient-physician educa- 
tion. Although malignant melanoma may oc- 
cur on any epithelial surface, it most com- 
monly originates in pre-existing nevi of the 
scalp and face, genitalia, hands and feet, and 
along body pressure areas (e.g., the belt line). 
Nevi at these locations should be excised. 

Patient-physician education likewise is im- 
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TABLE 1 


SumMary oF Six Cases oF MALIGNANT MELANOMA SEEN AT VETERANS ADMINISTRATION CENTER, 


Martinsspurc, West VIRGINIA, IN THE Past Five YEARS 


| LOCATION DURATION OF SYMPTOMS 
CASE OF Prior to first Prier te INITIAL TREATMENT OUTCOME 
LESION | medical advice | hospitalization 
1 | Cheek 3 months 3 months Hospitalization, radical surgery | Died 4 years later of cardiac 
failure 
2 Cheek 2 months 3 years Repeated fulguration Inoperable; dead 
3 | Scalp 6 months 2 years Penicillin; advised to leave it Survived 6 months after 
alone operation 
4 | Ear 3 years 3 years Hospitalization, radical surgery | Alive and well a year after 
operation 
5 | Nose 6 months 1 year Cauterization; incision and Inoperable; dead 
drainage of lymph node 
6 | Heel 2 months 9 months None; told it was due to nail in | Inoperable; patient in terminal 
shoe stage 


portant. Often the patient seeks medical atten- 
tion early but is misadvised or mistreated by 
the physician. The case reports which follow 
illustrate the necessity for prompt, adequate 
therapy. 


Case Reports 


During the past five years we have seen six 
cases of malignant melanoma at the Veterans 
Administration Center in Martinsburg, West 
Virginia (table 1). I shall describe each of 
these cases briefly. 

Primary treatment consisting of wide surgi- 
cal excision with en bloc dissection of regional 
lymph nodes was instituted in this hospital in 
two of the cases (1 and 4). The patient in case 
1 survived four years and then died with dis- 
tant metastases; the other patient is living one 
year later without evidence of disease. 

The remaining patients were seen early by 
physicians but all were misadvised or were 
treated by means of inadequate removal with- 
out tissue diagnosis. In case 2 repeated ful- 
gurations were performed when the lesion re- 
curred! Curative surgery was attempted at 
this hospital in only one of these four cases, 
and it failed due to rapid pulmonary metasta- 
sis. The remaining three patients were inoper- 
able when first seen. 

Case 1—A 68 year old white man was seen 


February 1957 


at the center because of bleeding and in- 
creased pigmentation of a mole on his left 
cheek of three months’ duration. The lesion 
was ulcerated and pigmented and measured 
3 by 2 cm. Cervical lymph nodes were not 
involved. A chest x-ray was normal. Exci- 
sion biopsy of the lesion revealed malignant 
melanoma. The area was excised widely, with 
radical en bloc neck dissection. The patient 
returned three years later because of local re- 
currence. The lesion was excised and a skin 
graft performed. Sixteen months later he re- 
turned in marked congestive heart-failure. He 
died after a myocardial infarction on the third 
hospital day. Necropsy confirmed the infarc- 
tion and disclosed several cervical and medias- 
tinal lymph nodes which contained melanoma. 

Case 2—A 23 year old white man entered 
the hospital with a three year history of re- 
currence and treatment of a small pigmented 
lesion below his right eyelid. A physician had 
treated the lesion by fulguration. During the 
next two years there were multiple local re- 
currences, also treated by fulguration. Finally, 
local sharp excision was attempted, but this 
proved inadequate. When the patient was ad- 
mitted to this hospital for further surgical ther- 
apy the mass beneath his right eye measured 
6 by 8 cm. and extended to the lid, nose and 
lip (figure 1). Scattered subcutaneous meta- 
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FIGURE 1. Recurrent melanoma of cheek. 


static nodules were felt over the trunk. X-ray 
therapy and intra-arterial mustard failed to 
control the growth. He was discharged at his 
request and died at home. 

Case 3—A 28 year old white man was ad- 
mitted to this hospital because of an enlarg- 
ing, bleeding lesion on the left side of the fore- 
head. He stated that two and a half years ago 
he had noted bleeding from the area of the 
lesion when he combed his hair. He visited a 
physician, who told him to leave it alone. The 
lesion continued to grow, however, and after 
two years he sought hospitalization. The scalp 
lesion was raised and pigmented and measured 
3 by 4 cm. (figure 2). Preauricular lymph 
nodes were palpable. A chest x-ray was nor- 
mal. A wide radical local excision was carried 
out, with preauricular and neck dissection, 
but within two months another chest x-ray 
showed metastases. (In retrospect, these were 
also present on admission.) The patient died 
six months after admission of widespread 
melanoma. 

Case 4—A 38 year old white man had noted 
growth of a pigmented spot on his right ear 
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three years prior to admission, and also «om- 
plained of soreness and tenderness of the ear. 
A 3 em. elevated nevus was seen on the pinna 
of his right ear (figure 3). Regional lymphad- 
enopathy was not present. Chest x-ray was 
normal. Biopsy disclosed malignant melanoma, 
and radical excision with right neck dissection 
was performed. The patient is alive a year 
after surgery without evidence of malignant 
disease. 

Case 5—A mass located beneath the left 
mandible was bleeding profusely when this 50 
year old white man was admitted to the hos- 
pital. One year previously, he had had a nevus 
removed from his nose by cauterization. Five 
months later he had noted an enlarging mass 
beneath the right mandible. He revisited his 
physician, who treated him with penicillin. 
The mass continued to grow. Incision and 
drainage were attempted, leading to the hem- 
orrhage which was noted when the patient 
was admitted to this hospital. A large fungat- 
ing, bleeding mass attached to the mandible, 
larynx, and vertebral column had given rise 
to Horner’s syndrome and hoarseness (figure 


FIGURE 2. Melanoma of forehead. 
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FIGURE 3. Melanoma of ear. 


FIGURE 4. Metastatic melanoma in neck. Note scar at 
base of nose where primary melanoma was cauterized 
one year previously. 
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4). Biopsy proved malignant melanoma. Spe- 
cific therapy was not offered, and the patient 
died during the second hospital month. 

Case 6—A 61 year old white man stated 
that 11 months previously he had noted a 
painful lesion on his right heel. He consulted 
his physician, who told him it was due to a 
nail in his shoe. The lesion continued to en- 
large and bleed, and the patient again visited 
his physician after several months. A subcuta- 
neous nodule was noted in the neck. This was 
excised. The patient finally came to the hos- 
pital because of continued bleeding and pain 
from the heel lesion. The diagnosis of the neck 
nodule was unknown. Examination revealed a 
well-healed posterior cervical scar, a large, 
movable mass in the rectal cul-de-sac, and a 
2 by 3 cm. granular pigmented lesion located 
in the center of the plantar surface of the right 
heel (figure 5). There was no evidence of 
regional or inguinal lymphadenopathy. The 
chest x-ray was normal. The heel lesion was 
excised and proved to be malignant melanoma. 


FIGURE 5. Melanoma of heel. 
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The abdomen was then explored, and a large 
(10 by 10 by 15 cm.) metastatic mass was 
found involving the omentum. Several sub- 
peritoneal masses were also palpable beneath 
the costal cage. The omental mass was re- 
moved and a diagnosis of metastatic mela- 
noma was made. The patient now is on termi- 
nal hospital care. 


Discussion 


This series of cases emphasizes the impor- 
tance and the duty of the physician who first 
sees a patient with a symptomatic nevus. It 
is mandatory that he not only perform ade- 
quate excision but also make a tissue diagno- 
sis whenever a patient complains of changes 
in pre-existing nevi. None of the patients here- 
in described who were seen by a physician 
prior to their admission to Veterans Admin- 
istration Center had a tissue diagnosis. Had 
tissue diagnoses been made when the patients 
first sought medical attention, the ultimate re- 
sults in these cases certainly would have been 
different. 


Summary 


1. The proper treatment for malignant 
melanoma is wide surgical excision before 
metastasis has occurred. To compromise by 
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any other method jeopardizes the prognosis, 

2. The physician often does not recoxnize 
the true nature of the disease and employs a 
conservative removal. A pathologic diagnosis 
would permit correction of this inadequate ex- 
cision, but in many instances tissue is not 
saved for study. 

3. The prognosis of malignant melanoma is 
outlined. 

4. Six cases are presented which were seen 
during the past five years. Two of the patients 
had initial treatment at this hospital. The other 
four were either mistreated or misadvised by 
physicians and were inoperable when first seen. 
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Experience With Newer 
Corticosteroid Hormones 


in Kye Diseases 


JOHN HARRY KING, JR.* 
Washington Clinic, Washington, D.C. 


Asour a year ago 
when the first reports 
appeared concerning 
the use of the new 
“meti” steroids, predni- 
sone and prednisolone, 
in ophthalmology, it 
was concluded that 
“these new corticoste- 
roids might well super- 
sede previously known 
steroids in ocular thera- 
peutics.”’ Today, there 
is ample evidence that this is indeed true. 

Topical use of these drugs has proved of 
value for the same ocular conditions which 
are known to respond to cortisone and hydro- 
cortisone. In many instances they have proved 
superior to the older corticoids; response to 
treatment has been more rapid, use of weaker 
concentrations has been possible, and they 


JOHN HARRY 
KING, JR. 


*Mitchell Foundation, Washington Clinic, Washington, D.C. 


See also the scientific exhibit, “‘The newer corticosteroids in ophthal- 
mology,”’ this issue, pp. 173-178. 
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have been effective in some ocular disorders 
in which cortisone and hydrocortisone have 
been ineffective. 

The most striking use of these drugs and 
the one of greatest value to the ophthalmolo- 
gist is their systemic application. The unde- 
sirable metabolic and electrolyte effects of 
cortisone and hydrocortisone discouraged oph- 
thalmologists from using these hormones ex- 
cept for the most serious of eye conditions. 
Prednisone and prednisolone reduce these 
risks markedly. Toxic side effects are usually 
absent in the short-term therapy required in 
ophthalmology. 


Corticosteroid Activity 


Twenty-eight known crystalline steroids 
have been isolated from the adrenal gland. 
Only six, however, show characteristic biologic 
activity. 

There is a definite relationship between sub- 
stitutions in the steroid structure and anti- 
rheumatic, anti-inflammatory activity (figure 
1). Hydrocortisone and prednisolone are more 
effective when applied locally than are corti- 
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sone and prednisone. It is felt that the hy- 
droxyl grouping on the 11 carbon is impor- 
tant in localized therapy. Cortisone, hydrocor- 
tisone, fludrohydrocortisone, prednisone and 
prednisolone have a hydroxyl group at C-17 
and all possess antirheumatic and anti-inflam- 
matory activity. Aldosterone lacks this group 
and does not possess antirheumatic activity. 
It has greater effect on the metabolism of elec- 
trolytes (electrocortin ). Fludrohydrocortisone 
(FLORINEF®) has 10 times the anti-inflamma- 
tory potency of cortisone but has a much 
greater salt-retaining effect; its usefulness is 
therefore limited to topical application. 

To date, prednisone and prednisolone rep- 
resent the greatest advance in the attempt to 
synthesize a corticosteroid more potent and 
less toxic than their precursors. They possess 
an additional double bond in the A ring be- 
tween C-1 and C-2. Prednisone is the ana- 
logue of cortisone, while prednisolone is the 
analogue of hydrocortisone. 

The manufacturers of these two synthetic 
steroids credit equal potency to prednisone 
and prednisolone, based on work conducted 
in their laboratories and by many independent 
investigators. Our experiments in treating pro- 
tein-induced uveitis in rabbits showed marked 
variance with these claims.” Although predni- 
sone was found to be at least twice as effective 
as cortisone, it was less effective than an equal 
dosage of hydrocortisone. Prednisolone, on 
the other hand, proved more potent than the 
same dosage of hydrocortisone and was bet- 
ter than twice the strength of prednisone. 
Clinically, prednisolone suspension or oint- 
ment applied topically gave more prompt re- 
sults than prednisone. 

These impressions influenced our use of the 
new cortical hormones in the treatment of ocu- 
lar disease over the subsequent eight months. 
We have employed prednisolone in its various 
forms almost exclusively, and this report deals 
largely with this drug. 


External Disease 


A 0.5 per cent suspension or ointment of 
prednisolone acetate has been effective in a 
variety of external diseases. Excellent results 
follow application of the ointment to the eye- 


158 


DESOXYCORTICOSTERONE 


FIGURE 1 


lids and conjunctiva in contact dermatitis, al- 
lergic conjunctivitis and allergic blepharocon- 
junctivitis caused by numerous allergens. The 
drug is applied every one to two hours, and in 
severe cases it is given orally in doses of 5 mg. 
four times daily (20 mg. total) for several 
days; therapy is then tapered by 5 mg. daily 
until the condition abates. Some allergies have 
cleared rapidly while others seem to fade away 
over a period of five to seven days. An at- 
tempt to identify the causative allergen and 
to eliminate it is, of course, important. 

Vernal conjunctivitis demands vigorous lo- 
cal and systemic therapy to achieve satisfac- 
tory results. Pingueculitis and phlyctenulosis 
often improve rapidly during local therapy but 
may recur when treatment is discontinued. 
Mild episcleritis will respond to topical treat- 
ment, whereas severe cases require systemic 
use of the drug in addition. 

In most postoperative surgical cases, pred- 
nisolone ointment, 0.5 per cent, combined 
with neomycin sulfate, 0.25 per cent, has been 
used routinely to lessen the reaction. This use 
is not generally accepted; however, there has 
not been a delay in healing and it is our im- 
pression that the eye whitens much more rap- 
idly than when antibiotics are used alone. 

Following penetrating ocular injury and 
keratoplasty we have used the solution which 


POSTGRADUATE MEDICINE 


~ 


21 CH, °H 
20 
C=O 
| 
19 
2 8 
7 
VA 
a 6 
\ 
q 
= 
rae 


combines prednisolone acetate, 0.5 per cent, 
and sodium sulfacetamide, 10 per cent (METI- 
myp"). This treatment is not started before 
the fifth day. Metimyd is also effective in the 
treatment of seborrheic blepharitis, a condi- 
tion which will not respond to corticosteroid 
therapy alone. One must also provide adjunc- 
tive therapy to eliminate the seborrheic der- 
matitis of the scalp which invariably accom- 
panies the lid infection. 

Other workers* have recommended Meti- 
myd for treatment of acute infectious con- 
junctivitis and as a prophylaxis following the 
removal of corneal foreign bodies. Steroids 
are not accepted as the best therapy in these 
conditions, and a mixture of antibiotics (NEO- 
SPORIN®) in ointment or solution is preferred. 


Cornea 


Marginal ulcers usually disappear rapidly 
when treated with prednisolone, 0.5 per cent, 
combined with sodium sulfacetamide (Meti- 
myd) or with neomycin, 0.25 per cent to 0.5 
per cent, because these drugs are effective 
against both the bacteria and the staphylococ- 
cal allergy, the causative agents. 

Central ulcers are best treated with anti- 
biotics, topically and systemically. Allergy is 
usually not involved in the acute phase. Pred- 
nisolone may be applied later to help diminish 
the resultant scarring. 

Superficial punctate keratitis and recurrent 
corneal erosion improve rapidly in most in- 
stances with topical prednisolone therapy. An 
occasional case will be recalcitrant. 

Active syphilitic interstitial keratitis has im- 
proved with prednisolone, 0.5 per cent, sus- 
pension and ointment. 

Herpes febrilis (dendritic ulcer) may be 
made worse by any topical application of cor- 
ticosteroid. We have never seen this lesion 
develop after prolonged applications of pred- 
nisone or prednisolone. Hogan and co-work- 
ers' confirmed this in over 200 patients. How- 
ever, they feel that these agents may activate 
latent herpes febrilis in the same manner as 
do cortisone and hydrocortisone. Animal ex- 
periments have proved this possibility. Cer- 
tainly one must use the drugs cautiously in 
patients who suffer from herpes labialis (fever 
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blisters). In one patient with dendritic ul- 
ceration the disease remained active for three 
weeks during treatment with hydrocortisone. 
The patient had complained of eye irritation, 
and an oculist had prescribed the medication 
without the cornea ever being stained with 
fluorescein! The ulcer healed promptly after 
cauterization and while systemic prednisolone 
was being administered for the associated 
iridocyclitis. Abrahamson and Abrahamson* 
reported two cases in which dendritic keratitis 
developed following the removal of corneal 
foreign bodies and the instillation of predni- 
solone-sulfacetamide solution (Metimyd). 

Local use of prednisolone or prednisone 
often improves herpetic or viral keratitis which 
progresses to the diskiform or metaherpetic 
stages when other corticosteroids fail. Careful 
observation is required, however, as we have 
seen one patient in whom a dendritic ulcer be- 
came reactivated during this treatment. It is 
not unusual for metaherpetic keratitis to per- 
forate if the cornea is permitted to become 
too thin. 

We have seldom employed these drugs by 
subconjunctival injection, as we agree with 
Leopold and associates’ that this method is 
only slightly superior to local steroid medica- 
tion and is less successful than their systemic 
use. Hogan’s group* recommended injection 
under Tenon’s capsule, and this was recently 
advocated by Swan.® Gordon’ reported rapid 
response following subconjunctival injection 
of prednisone acetate (0.5 cc. of 2.5 per cent 
suspension) and an effect lasting 24 to 48 
hours. He advised this treatment for severe 
disease which responds slowly to systemic 
therapy, for acute lesions in the macular re- 
gion, and to reduce the oral maintenance dose 
in chronic conditions. Neovascularization of 
the cornea will diminish more rapidly with 
subconjunctival therapy. 

In order for any topical medication to be 
adequate in acute conditions, it must be in- 
stilled every hour during the day and several 
times at night. 


Iridocyclitis 


Acute nongranulomatous iridocyclitis, rheu- 
matoid, post-traumatic or of unknown cause 
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(so-called “foci of infection” type), usually 
responds well to metisteroid medication. The 
local action probably is no more rapid than 
with cortisone or hydrocortisone suspensions. 
However, about one-fourth strength is required 
with prednisone and prednisolone. Except for 
recurrent cases which are known to abate 
rapidly with topical steroid therapy and myd- 
riatics, better results are obtained if predni- 
solone is administered orally at the outset. 
Usually 20 mg. is given daily until improve- 
ment occurs. The dosage is then reduced by 5 
mg. daily until a maintenance dose of 5 mg. 
(2.5 mg. in the morning and at bedtime) is 
reached and a cure is established. 

In severe involvement of the anterior uveal 
tract, 30 to 40 mg. of prednisolone should be 
used at the outset. If a flare-up occurs during 
the tapering-off period the dosage should be 
increased to its initial level until improvement 
occurs. Topical therapy is continued for ap- 
proximately a week following subsidence of 
all signs of iridocyclitis and the discontinu- 
ance of systemic medication, the number of 
applications tapering to one daily. 

If cells are noted in the retrolental space 
or anterior vitreous, without frank posterior 
uveitis, systemic medication must be employed 
together with prednisolone topically, and a 
2.5 per cent suspension is preferable. 

In most instances, acute granulomatous 
iridocyclitis, chronic disease and recurrent an- 
terior uveitis will not respond dramatically, 
and intensive local and systemic therapy is 
essential. It is also important to rule out the 
presence of tuberculosis, active or inactive, in 
the granulomatous type. 

Painful iritis is often relieved with a com- 
bination of salicylates and prednisone or pred- 
nisolone. SIGMAGEN®, a preparation contain- 
ing 325 mg. (5 gr.) acetylsalicylic acid, 0.75 
mg. prednisone, 20 mg. ascorbic acid and 75 
mg. aluminum hydroxide, affords good results 
in mild iritis. It is recommended for relief 
of nonspecific rheumatic disorders at minimal 
dosages. A variety of conditions including 
stiff neck, lumbago and sciatica have been 
given as indications for its use. Spies and his 
co-workers® feel that the effect of ‘the salicy- 
lates and the newer corticosteroids is additive 
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and the combination is of value in less sev cre 
arthritic conditions. The salicylates in the 
blood are largely bound to the plasma j)ro- 
teins while the tissue proteins bind the ste- 
roids. The addition of aluminum hydroxide 
lessens gastric irritability, and toxic side ef- 
fects from the steroid are absent because of 
the smaller dosage. This formula did not bene- 
fit the more severe cases of iritis, and it was 
necessary to use additional prednisolone to 
obtain remission. Lately we have had better 
results when this combination has included 
2.5 mg. of prednisolone. One tablet is taken 
four times daily, and dosage is tapered as 
improvement occurs. The response is usually 
not spectacular. 


Disease of the Posterior Segment 


Acute nongranulomatous chorioretinitis will 
improve with the use of systemic prednisolone. 
Instillation therapy alone will not heip, but it 
will tend to expedite healing when “spill-over” 
anterior uveitis is present. Gordon’ recom- 
mended subconjunctival injection in addition 
to systemic medication for posterior segment 
disease. Chronic recurrent nongranulomatous 
uveitis also will respond rapidly in most cases. 

Acute granulomatous chorioretinitis reacts 
favorably if sarcoidosis is causative, but if the 
condition is of unknown etiology the response 
will vary. Chronic recurrent granulomatous 
uveitis does not improve dramatically, but 
the metisteroids offer an advance over older 
methods of therapy. If tuberculous uveitis is 
suspected, the steroids may be employed 
provided concomitant streptomycin-isoniazid 
therapy is given before, during and following 
their administration. The same is true in sar- 
coidosis. Hormones should not be used in the 
presence of frank tuberculosis or a suspicious 
chest lesion. Chorioretinitis with late acquired 
syphilis demands antibiotic therapy also. Sus- 
picious toxoplasmic lesions can be treated 
with prednisolone and an additional course of 
sulfadiazine and pyrimethamine (DARAPRIM“ ). 
We are not convinced of the efficacy of these 
latter drugs, however. 

Granulomatous chorioretinitis does not of- 
fer the ideal indication for corticosteroids, 
with the possible exception of sympathetic 
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ophthalmia. In this condition, remission can 
be maintained with a small dosage of predni- 
solone. whereas the same amount of hydrocor- 
tisone produces serious toxic side effects. Ef- 
fective maintenance dosage is usually low with 
prednisolone and side effects are absent. 


Miscellaneous Conditions 


Herpes zoster ophthalmicus usually is im- 
proved objectively and symptomatically. Topi- 
cal ointment is combined with oral predni- 
solone, and frequently the continuation of 
therapy after the skin lesions have abated will 
prevent the annoying postneuritic itching and 
tingling skin sensations. 

In optic neuritis, a trial with systemic pred- 
nisolone is in order. About half the patients 
benefit from such treatment. There was no im- 
provement in our patients who had retrobulbar 
neuritis. 

Central serous retinopathy has shown vary- 
ing response to these steroids. Some cases 
have not reacted favorably whereas others im- 
proved markedly. One patient has been re- 
ceiving a small maintenance dosage for one 
year, and his visual acuity deteriorates when- 
ever the drug is discontinued. 

On the basis of our results, we cannot con- 
sider orbital pseudotumor an indication for 
the use of steroids. However, Gordon‘ quoted 
Walsh as stating that he feels these new corti- 
costeroids are beneficial for the condition. 

Postoperative edema, inflammation and 
iritis are definitely improved with topical pred- 
nisolone. If the reaction is severe, the drug 
should also be given orally. 


Side Effects 


The undesirable clinical effects resulting 
from systemic use of cortisone or hydrocorti- 
sone have caused many ophthalmologists to 
abandon their employment by this route. In 
many instances a dosage large enough to re- 
lieve symptoms was not small enough to pre- 
vent toxic side effects. This fear is minimized 
with the newer metisteroids. One must be alert, 
however, to the pronounced physiologic action 
of any corticosteroid and the possible effects, 


especially in prolonged therapy for chronic 
disease. 
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Complications can involve the body me- 
tabolism and the plasma electrolytes. Sodium 
and fluid retention can be serious if the edema 
is pulmonary. This is rare with the metiste- 
roids, and the intake of sodium chloride need 
not be diminished. Alkalosis from increased 
urinary excretion of potassium is common 
with a high dosage of cortisone but is negli- 
gible with the newer steroids. Nitrogen loss is 
not as prominent as with cortisone, and a 
high protein diet usually is unnecessary. 

Undesirable hormonal effects also are mini- 
mal with the new steroids. Cushing’s syndrome 
with moon facies, acne, hirsutism and other 
signs occurring with high cortisone dosage are 
unusual. Slight mooning or rounding of the 
face has occurred, however, with prolonged, 
vigorous prednisone therapy. 

Peptic ulcer is possible with any steroid, 
and one should be alert to the so-called silent 
ulcer without typical symptoms. It occurs more 
often with the newer steroids than with the 
older ones. Severe heartburn and marked loss 
of appetite caused us to stop the use of the 
drug in two cases. 

The precipitation of psychosis, not uncom- 
mon with cortisone, has not occurred in any 
of our patients treated with the metisteroids. 
A mild anxiety state may be noted which does 
not require discontinuance of therapy. Blood 
sugar levels may increase, and the effect of in- 
sulin may be lessened. In diabetes, therefore, 
insulin must be increased when high dosages 
of steroids are administered. 

Slight improvement in visual acuity is often 
noted, for some unknown reason. A sudden 
decrease in vision which is not the result of 
increased disease may be due to retinal edema 
from sodium retention. 

The subjective effects of prednisolone are 
usually a feeling of well-being (sometimes 
euphoria ), increased appetite and mental alert- 
ness. These effects are advantageous in chron- 
ic ocular disease with lowered nutritive status 
and mental depression. 

When side effects appear, the drug should 
be either reduced or discontinued, depending 
on the severity of the reaction. Hogan and co- 
workers‘ stated that some of the side effects 
observed with cortisone and hydrocortisone 
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were just as commonly seen with prednisone 
and prednisolone. They mentioned that one 
should maintain as high a steroid level as 
possible on and in the tissues. Their patients 
who suffered toxic effects were receiving main- 
tenance dosages of 50 mg. per day. These 
workers employed 70 to 80 mg. per day until 
they achieved therapeutic effect. We feel that 
if the tissues are going to respond to corticos- 
teroids they will do so in a reasonable period 
without massive dosage. Every drug has its 
therapeutic limit beyond which toxicity will 
occur. The minimal effective suppressive dose 
should be used. 

Chronic disease—Long-term therapy in 
chronic disease with any corticosteroid can re- 
sult in adrenal atrophy. The cortex has not 
been stimulated by ACTH from the pituitary 
gland, because this has not been required. To 
prevent adrenal atrophy, it is necessary to 
administer ACTH periodically and especially 
after therapy with these drugs has been tapered 
off. The long-acting gel is given intramuscu- 
larly at weekly or biweekly intervals in 40 to 
80 unit doses. If a maintenance dosage of 
metisteroids is being employed, it is con- 
tinued during this period. 


Precautions 


Systemic use of these corticosteroids need 
not be delayed until a foci survey is com- 
pleted, if a careful history is elicited. A chest 
x-ray, however, is taken before beginning ther- 
apy. If there is any history of tuberculosis, 
mental instability, peptic ulcer or other con- 
traindication to steroid therapy, the oph- 
thalmologist should not hesitate to have con- 
sultation before deciding not to employ this 
medication in severe ocular disease which may 
result in visual loss. 

One should avoid using combinations of 
steroids with other drugs unless there is a spe- 
cific indication for each drug. The prepara- 
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tion of “gunshot” mixtures by drug manv ‘ac- 
turers encourages their use by nonspecia ists 
for any red eye. 


Conclusions 


Prednisolone is the most effective corticos- 
teroid available to the ophthalmologist today, 
Its use in topical therapy results in rapid 
improvement of external allergy and inflam. 
mation known to respond to corticosteroids. 
It should be employed early, both topically 
and systemically, in all cases of anterior uvei- 
tis. Given orally, it is beneficial in many in- 
flammatory diseases of the posterior segment, 
especially in the acute stage. 

Prednisolone is ideally suited for use by the 
ophthalmologist, who often desires systemic 
steroid therapy for short periods. He can em- 
ploy it without the fear which attends the use 
of the older adrenal steroids. The drug is not 
innocuous, however, and its pronounced physi- 
ologic action, with possible undesirable meta- 
bolic and electrolyte effects, demands knowl- 
edge of these complications and the careful 
observation of the patients receiving systemic 
therapy. 
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Preventing Trouble With Cortisone 
During Anesthesia and Surgery 


A. WILLIAM FRIEND 
Akron, Ohio 


Tue current vogue of 
using cortisone and its 
related substances for 
nearly every ailment 
known to man has cre- 
ated a mighty threat to 
the safety of patients 
undergoing anesthesia. 

Adequate adreno- 
cortical function is 
vital in enabling pa- 
tients to withstand 
stress.’ Prolonged use of cortisone can serious- 
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- ly depress adrenocortical function. Misuse of 


cortisone is most dangerous to patients who 
must undergo the stress of acute infection, 
anesthesia and operation.’ ° On the other hand, 
cortisone is certainly an important drug. With 
proper precautions, it need not pose a threat 
to the safety and welfare of patients it is in- 
tended to help. It is perhaps a curious fact 
that, although prolonged use of cortisone de- 
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presses adrenocortical function, booster doses 
before and during operation serve as excel- 
lent replacement therapy. 

The key to the problem is mainly in mak- 
ing sure all the facts are known through team- 
work by the referring physician, the surgeon 
and the anesthesiologist. If the facts are 
known, one can minimize or prevent difficul- 
ty; if they are not known, the patient’s mar- 
gin of safety under anesthesia is dangerously 
reduced. 

The question I should like to answer is, 
“How can one avoid trouble with cortisone?” 


Know the Patient 


Any surgical procedure on a patient who 
has been receiving cortisone involves a high- 
er than normal risk if the patient’s back- 
ground is not completely familiar to the anes- 
thesiologist. I cannot emphasize too strongly 
the importance of regular and systematic pre- 
anesthetic rounds by the anesthesiologist. They 
are a part of his training and an essential part 
of his responsibility. 
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It has been widely pointed out in recent 
years that the surgeon or anesthesiologist who 
is abrupt with the patient or impersonal in his 
relationships with those whom he serves is 
guilty of bad public relations. This is undoubt- 
edly true. But such a physician is guilty of 
something much more serious. He is guilty of 
practicing medicine badly. 

Each patient is an individual, different from 
all other individuals. He often has deep anx- 
ieties regarding anesthesia, and physiologic 
problems should be taken into consideration 
when decisions are made about the type of an- 
esthesia to be used and the method of admin- 
istration. 

The general practitioner, the surgeon and 
the anesthesiologist can add to the patient’s 
peace of mind, and to his margin of safety, by 
informing him about the procedure to be un- 
dertaken. Each of these physicians is also in 
a good position to provide information that 
can contribute substantially to the success of 
the procedure. 

An anesthesiologist, in accepting full re- 
sponsibility for the entire well-being of the 
patient beyond the limited area of the body 


in which the surgeon works, has a particular _ 


duty to find out and understand the patient’s 
individual needs and problems. | see every 
patient before I start to administer an an- 
esthetic, and I see him for a period long 
enough to enable me to talk to him, study him 
and know him. 

Preanesthetic rounds require time and leg 
work. They also reassure patients and com- 
fort them. One of the most gratifying experi- 
ences I have in my practice is to meet each 
patient in the operating room not as a total 
stranger but as an acquaintance and friend, 
and to assure him that his physiologic prob- 
lems are known and understood in the high- 
est possible degree. 

One of the essential functions of the anes- 
thesiologist during preanesthetic rounds is to 
find out whether the patient is being or has 
been treated with cortisone or related sub- 
stances. The patient may be able to supply 
little or no direct information, but he can 
often provide important clues. 

I make it a rule never to make unsolicited 


164 


recommendations to surgeons under normal 
circumstances. However, I should like to de- 
part from this rule for one strong recomnien- 
dation. It is this: Insist that your anesthesiolo- 
gist see your patient before the operation and 
that he know the patient as well as you do in 
regard to history, physical examination and 
laboratory findings. 


Study the Patient 


One harmful factor in the general corti- 
sone problem is a lack of knowledge about 
how much of the drug can be administered 
over how long a period of time without caus- 
ing damage, that is, depressing adrenocorti- 
cal function. ‘ 

Many patients who have received cortisone 
in one form or another have been operated on 
without harmful effects. It thus appears prob- 
able that many such patients can withstand 
some degree of stress without replacement 
therapy. However, it is difficult and often im- 
possible to determine which patients will en- 
counter trouble and which will not. Making 


this distinction requires study, alertness and 


help from the laboratory. 

One should obtain a good history and make 
a careful physical examination. Alertness 
means being aware of the problem and being 
ready to meet it and treat it. Help from the 
laboratory means various tests: I shall men- 
tion two of these tests without describing 
them in detail, because they are simple and 
are available in all hospital laboratories. They 
are: (1) the Thorn test (ACTH or eosinophil 
test) and (2) the waterloading test (the abil- 
ity to excrete urine after “loading” with wa- 
ter). Estimating the urinary excretion of cor- 
ticosteroids and 17-ketosteroids is reliable and 
helpful, but this test cannot be obtained in 
most general hospital laboratories. 

Now what if the results of all the observa- 
tions and tests are within normal limits? Any 
patient known to have received or suspected 
of having received cortisone or any of its re- 
lated substances in any form or in any dosage 
within four months of the operation should 
receive a booster dose of cortisone before the 
operation. And an even safer rule is to pro- 
vide such a booster dose for any patient sus- 
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pected of having received cortisone within any 
previous period. 

In any case in which so-called irreversible 
shock develops during anesthesia and sur- 
gery or in the next 24 hours without a readily 
demonstrable cause such as excessive loss of 
blood, the presence of adrenocortical insuff- 
ciency should be suspected and the patient 
should be treated accordingly. If an elective 
or emergency operation is to be performed on 
a patient who has been receiving cortisone, | 
suggest the administration of the following 
booster doses. If the operation is an elective 
one, 200 mg. of cortisone should be adminis- 
tered intramuscularly, two days, one day and 
one hour before operation. If the operation is 
to be performed as an emergency procedure, 
.200 mg. of cortisone should be administered 
at once by the intramuscular route, and 100 
mg. or more of hydrocortisone should be ad- 
ministered intravenously during the operation. 


Inform the Patient 


Knowing and studying the patient as an 
individual are important, but it is just as im- 
portant to keep him informed about the corti- 
sone problem, ,because he often can get into 
-trouble otherwise. 

I leave it to the surgeons to decide if there 
is such a thing as a minor operation as op- 
posed to a major one. In anesthesia, there is 
no such thing as a minor anesthetic. Death 
can occur and has occurred in the course of 
every type of anesthetic procedure. All anes- 
thesias, therefore, must be considered as ma- 
jor procedures. 

For example, let us consider a patient | 
saw recently on my preanesthetic rounds. He 
was scheduled for bilateral excision of in- 
grown toenails. 

I learned from my study of his record and 
from my examination of him that he had 
rather severe arthritis. On questioning him, I 
learned that he had been taking a cortisone 
substance three times a day, every day for 
the past four months. He did not know the 
dosage. No one had told him. 

I asked if he were still taking cortisone and 
he said, “Oh, no! My doctor told me to be 
sure to stop it at least 10 days before I came 
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to the hospital.” A surer way to get into trou- 
ble with cortisone has not yet been found. 
This patient, in the hospital for what he 
thought to be a minor operation, might well 
have encountered serious trouble if his record 
with cortisone had not been discovered in 
advance; that is, before a serious emergency 
occurred. 

A patient on cortisone therapy who faces 
anesthesia and operation must be told to con- 
tinue to take cortisone right up to the time of 
his admission to the hospital. He must be told 
to do this for his own safety. He must be im- 
pressed with the need to tell the person ad- 


ministering the anesthetic that he has had 


cortisone, even if this question is not spe- 
cifically asked. 

There sometimes may be contraindications 
to cortisone in the general treatment of pa- 
tients. But for booster doses in preparing a 
patient for elective or emergency operation, | 
maintain that there are no contraindications. 
One should play safe and give cortisone. In 
general treatment, it is vital to tell your pa- 
tient you are giving him cortisone and to tell 


chim how much you are giving him. Tell him 


to advise every doctor he sees, at home or 
elsewhere, that he has had cortisone. 

A patient who has had tuberculosis and 
knows it is usually willing to tell this fact to 
any new physician he sees. A patient with 
myasthenia gravis usually carries a card stat- 
ing that he has myasthenia gravis. A patient 
with diabetes usually carries a card saying he 
has diabetes. And a man in the armed forces 
is required to wear a dog tag stating his blood 
type. All of these are safety factors for the 
protection of the patient, and every physi- 
cian’s first interest certainly is the safety of 
his patient. 

I urge every physician, family doctor, gen- 
eral practitioner, surgeon or other specialist, 
to provide a card for every patient to whom 
he has administered cortisone in any shape, 
form or manner. The card should be carried 
with the patient always, and a dog tag the 
patient could wear around his neck would be 
even better. Such a card or such a dog tag 
should state, clearly and unmistakably, “I 
have had cortisone.” 
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Conclusions 


1. Prolonged use of cortisone reduces the 
patient’s ability to withstand stress under 
anesthesia. 

2. Administration of booster doses of cor- 
tisone before a surgical procedure is neces- 
sary to minimize or prevent serious trouble in 
cases in which cortisone has been adminis- 
tered previously. 

3. Careful study of the patient is essential 
to determine whether he has been treated with 
cortisone or related substances. 

4. Any patient who has been treated with 
cortisone should be informed of the fact and 


should be told to mention it to every physi- 
cian he visits for medical care. 
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Pitfalls in Surgery 


SAMUEL P. HARBISON* 
University of Pittsburgh School of Medicine, Pittsburgh 


Tue perfect surgeon 
might be described as 
the surgeon to whom 
nothing comes as a sur- 
prise: the surgeon who 
anticipates every situa- 
tion so completely that 
the proper technical 
procedure is carried 
out with safety and 
competence. At the at- SAMUEL P. HARBISON 
tainable level of skill 

to which we strive, somewhat below “perfect,” 
we would expect to find a man with broad 
surgical training and experience, a careful 
surgical diagnostician with an awareness of 
his own limitations and with an understand- 
ing of the importance of the “team.” Such a 
man, by his inevitable anticipation, will avoid 
most of the pitfalls which are the subject of 
this discussion. 

The implication is that the trap can be cir- 
cumvented if the nature of the enemy is stud- 
ied and understood. Trial and error must not 
be the method of learning when dealing with 
the lives of human beings and it need not be 
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as long as we have efficient methods of teach- 
ing the art of surgery. An adequate period of 
supervised training under qualified, experi- 
enced surgeons precludes the possibility of 
falling into many of the pitfalls. We cannot 
justify the incompletely trained surgeon, who 
operates on a patient for jaundice and pre- 
sumes stone to be present: then abandons the 
procedure in the face of a resectable ampullary 
carcinoma because he has neither the skill, 
the anesthesia, the blood nor the team to per- 
form it. Anticipation of the possibilities should 
have given the surgeon reason for pause. 
Technical incompetence is one aspect only; 
judgment is another. The surgeon must con- 
stantly keep abreast of combined surgical 
opinion in such matters as adequate and es- 
tablished operations for cancer, ulcer and di- 
verticulitis; he should not be misled either by 
outdated procedures or by new but unproved 
operations which are truly experimental. There 
seems to be little doubt but that the remark- 
able advances in surgery during the past 30 
years can be attributed to anticipation of and 
preparation for all known physiologic altera- 
tions occurring under the stress of operation. 
It is apparent that the trained and experienced 
woodsman will recognize the camouflaged 
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opening to the animal pit most of the time: 
and that on the unusual occasion when he falls 
in, he will be properly equipped to extricate 
himself. Since as surgeons we do not approach 
very near to perfection, we not only encounter 
pitfalls, but we occasionally fall into them. 
How we extricate ourselves depends on the 
amount of intelligence and experience that we 
possess. 

Underlying all successful therapy is correct 
diagnosis, and if surgical therapy is con- 
sidered, precise diagnosis is of utmost impor- 
tance. This is true because of the possibility 
of doing irreparable damage by the thera- 
peutic maneuver itself. Thus, an important 
pitfall is the fallacy that a surgical work-up is 
usually less complete than a medical evalua- 
tion. True, the nature of many surgical con- 
ditions occurring in young persons who are 
otherwise healthy implies briefer study, but 
completeness must never be compromised. 
When we find the preoperative diagnosis to 
have been wrong, we can usually explain the 
error logically “‘in retrospect’’; this often 
means simply a different interpretation of the 
history. The symptoms—pain or discomfort 
or aching or fullness—are made known only 
by the patient’s description according to his 
own emotional pattern and intellectual abili- 
ties. In many cases, only an exhaustive inquiry 
into the character, duration, onset and _ pro- 
gression of a symptom will transmit to the 
doctor the true nature of what the patient 
actually experienced. More errors obviously 
are made during attempts to elicit and in- 
terpret subjective feelings than are made in 
evaluating the objective data of the physical 
examination. Also, human memory is frail, 
and statements as to onset and duration of 
symptoms may be, at best, rough guesses. The 
history of the illness in the patient’s own words 
seems to have lost some stature these days in 
the face of the scientific objectivity of physi- 
cal examinations, chemical determinations, 
electric measurements and radiographic visu- 
alizations. When the tests are unequivocal. 
well and good; when they are equivocal, look 
to the person who has the symptoms and try 
to find out exactly what these are. 

Let us consider an example—a truly out- 
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rageous example, but one which has stuck in 
my mind and illustrates all of the error- to 
which I have alluded. A young woman had a 
hysterectomy about 18 years ago. For the next 
14 years she had abdominal pain, but it was 
of a peculiar nature. It occurred as a «ull 
soreness and pressure when she was sitting 
down or leaning forward, was low in the ab- 
domen, and was not constant. “At times,” she 
said, “it feels as if something moves in me.” 
Occasionally, turning over in certain positions 
in bed bothered her. No other symptoms were 
significant. Four years ago, without a com- 
plete physical examination which included a 
pelvic examination, and without even a plain 
roentgenogram, an exploratory operation was 
performed which revealed nothing but ad- 
hesions. Remarkable to relate, the same “ex- 
ploratory” procedure was repeated at a differ- 
ent hospital two years later, again without 
adequate work-up. Adhesions prevented prop- 
er exploration. Two years later, she consulted 
a physician for the same complaint. He made 
a plain abdominal x-ray (figure 1). At opera- 
tion a retractor was found, freely movable, 
lying in a free compartment of the peritoneal 
cavity. Thus, we see the almost incredible 
triple combination of overlooking an impor- 
tant clue in the patient’s symptoms, of failure 
to do a complete physical examination—the 
retractor could be felt easily on pelvic exami- 
nation—and of failure to use the readily avail- 
able x-ray, not once but twice, and both times 
during preparation for a surgical operation. 
The importance of a scout film of the abdo- 
men has been stressed by Etter and Rice! in 
an article that includes this case. It is appar- 
ent that the accident of leaving the foreign 
body in the peritoneal cavity at the first opera- 
tion is of little significance compared to the 
subsequent negligence. 

If in the postoperative period following an 
elective major operation, the kidneys unex- 
pectedly begin to shut down, or the heart fails, 
or jaundice appears, it is quite important to 
know the functional state of these systems 
prior to the stress of surgery to have a base 
line on which to evaluate and to treat the new 
events. This means very simply that, in addi- 
tion to the precise diagnosis for which the 
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FIGURE 1. Retractor lying in 
abdominal cavity presumed to 
have been present 15 years. 
(Reprinted, courtesy of 
American Journal of Surgery.) 


operation is indicated, the physician must 
have a knowledge of the patient’s other vital 
functions. Especially important are the kid- 
neys, the cardiovascular system, the liver and 
the brain, meaning the psyche in the latter in- 
stance. Depending on the patient and the tvpe 
of operation, these functions may be evaluated 
simply and quickly, or more time may be re- 
quired to carry out specific objective tests. 

A single illustration should suffice. A 20 
year old man, in good general health, presents 
himself for repair of hernia. The evaluation of 
his kidney function for this operation consists 
of a urinalysis. With negative findings for 
sugar, albumin, casts and cells, and with a spe- 
cific gravity of 1.020 or better, the evaluation 
is considered to be satisfactory. On the other 
hand, the functional evaluation is quite differ- 
ent in the case of a man who is 50 years old 
and in general good health, but who needs a 
gastric resection for ulcer. Anticipation of 
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possible electrolyte imbalance caused by a 
nasal tube, vomiting, obstruction or other 
trouble encountered in dealing with the in- 
testinal tract implies that a more exact deter- 
mination of and further studies on the kidney 
function under stress are indicated. Since ac- 
curacy in treating severe electrolyte disturb- 
ances depends on knowledge of the functional 
potential of the kidneys, the trap has been 
sprung if oliguria and dehydration appear 
postoperatively and nothing is known pre- 
operatively about the kidney. The same rea- 
soning applies to other vital organs—the 
heart, lungs and liver. 

In the case of the psyche, where neither the 
physical examination nor the laboratory study 
can help, reliance must be placed on knowing 
the patient. Postoperatively, the value of the 
assurance given to and the cooperation ob- 
tained from the patient who knows and has 
confidence in the surgeon far outweighs in 
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importance many of our pharmacologic tri- 
umphs. Parkinson has said, “Truly the best 
(patients) will keep faith when things go 
wrong, and what a stimulus that firm trust can 
be.” Failure to establish this liaison with the 
patient is perhaps one of the most regrettable 
omissions of surgical care and constitutes one 
of the more formidable components of the 
crime of ghost surgery. 

To avoid the piifalls of the preoperative 
period, then, requires diagnostic thoroughness, 
careful assessment of the whole patient, and 
anticipation of and adequate preparation for 
all possible eventualities. 

The patient, not the surgeon, is the most 
important person in the operating room. Un- 
less the patient is adequately protected by the 
known safeguards, the surgeon is not worthy 
of the patient’s trust. These safeguards in- 
clude: skillful anesthesia, available opinion 
with regard to pathology, adequate assistance, 
and whole blood, as well as a trained and 
experienced operator. Any operative proce- 
dure, no matter how minor, may be accom- 
panied by sudden complications, such as 
shock, laryngospasm and respiratory or car- 
diac arrest, and the outcome will depend on 
skill in, and knowledge of, resuscitative meas- 
ures. The increasing availability of the anes- 
thesiologist has inestimably added to the 
safety of operations. In an excellent article 
published recently in the British Medical Jour- 
nal, Linklater* puts it this way, “Justice, how- 
ever, compels me to add that the surgeon, no 
less than his patient, owes much to the modern 
anesthetist: without the anesthetist the sur- 
geon would have fewer patients, and patients 
would have no admiration for the surgeon’s 
skill.” Blood stores are now practical even 
for small hospitals; plasma and dextran also 
must be available. 

The surgeon must see to it that he has com- 
petent assistance at the table to obtain satis- 
factory exposure as well as to cope with the 
unusual and the unexpected. This point is very 
important. While those of us who work in 
teaching hospitals have residents, interns and 
students to assist us and to learn, it must be 
remembered that the great majority of opera- 
tions are performed without these luxuries. 
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Where this is the case, the best solution is to 
have a regular assistant who has had surgical 
training, or a surgical associate with whom 
the surgeon works reciprocally. Less desira le 
is a general practitioner who has little funda- 
mental surgical interest; or worse, one who 
only occasionally scrubs up. For major sur- 
gery, it might be summed up this way: Four 
trained hands are ideal for most operations; 
two trained hands are inadequate; two trained 
hands plus two untrained hands (or one un- 
trained head) are inadequate. Six trained 
hands are necessary for complicated and ex- 
tensive procedures; eight trained hands, while 
sometimes causing congestion, are a luxury 
but are often necessary for teaching. The in- 
dividual surgeon’s responsibility is to see that 
he has proper assistance. In this connection, 
it is encouraging to know that Blue Shield and 
other insurance carriers are beginning to rec- 
ognize the importance of surgical assistants 
and are making recompense for their services. 

A surgical procedure, then, is a team opera- 
tion; the members of the team must be com- 
petent. Absence of any members of the team 
constitutes a compromise which cannot be jus- 
tified in present-day surgery. 

If a single pitfall relating to surgical tech- 
nic were to be cited as the most important, it 
would be inadequate exposure. The maturing 
process in resident training can be followed 
very accurately by measuring the length of in- 
cisions. Difficult procedures become simple 
with good exposure; long incisions reduce the 
chance of technical error, facilitate the con- 
trol of hemorrhage, and, further, minimize 
trauma to soft parts caused by rigid retrac- 
tors. Yet we still see surgeons who take pride 
in dexterously working through a small hole 
when it is not necessary. The incision, how- 
ever, is but the first step in obtaining exposure 
which, once obtained, must be maintained by 
the assistant or assistants. It might be helpful 
if all incisions behaved as do those for thy- 
roidectomy in which the longer incisions give 
a better cosmetic result than do shorter ones. 

The introduction of the antibiotics has not 
been an unmixed blessing. Although their val- 
ue is recognized in preventing infection in 
areas of known contamination such as the 
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esophagus, lung, colon and genitourinary 
tract, their use as universal prophylactic agents 
is not justified. Incidence of complications 
of many types is high, organisms develop re- 
sistance to them, and they will not cover up 
for poor surgical technic. Gentleness, mainte- 
nance of good blood supply to healing parts, 
and meticulous technic are still the essential 
components of good surgery. No antibiotic 
known is as effective as the local tissue reac- 
tion when this reaction is not hampered by 
poor blood supply, necrotic material, general 
debility, or other alteration from the normal. 
Furthermore, reliance on “panacealin”—if we 
may offer this word to cover all antibiotics— 
in the postoperative period may mask some 
or all signs of inflammation; a false sense of 
security may be engendered with subsequent 
postponement of timely surgical intervention. 
An excellent summary of this subject has been 
published by Altemeier, Culbertson and Veto.* 
Antibiotics that are used prophylactically 
should usually be discontinued in three to five 
days, if the patient’s course has been smooth, 
so that the body’s own defenses may play their 
full part. 

Another pitfall is inflexibility of surgical 
technic. Since each person is a distinct indi- 
vidual with wide variations of physical build, 
nutrition, metabolism, age and stage of de- 
generative disease, he must never be fitted to 
conform to the operation. Technically speak- 
ing there hardly seems justification for a 
standard procedure. Incisions for proper ex- 
posure vary from patient to patient. Occasion- 
ally at operation speed is an important factor. 
Silk, cotton, wire and catgut all have their in- 
dications for use. Even though in intestinal 
anastomosis an outside layer of interrupted 
nonabsorbable sutures may be the surgeon’s 
preference in most cases, he should know and 
occasionally use the indications for an outside 
layer of continuous catgut. This prepares him 
for the occasion when, in an extensive abdomi- 
nal operation, it becomes imperative to short- 
en the operative time. Anatomic and _ patho- 
logic circumstances may alter the general 
plan of a so-called standard operation so that 
an alternate technic, satisfying the same phys- 
iologic needs, is accomplished much more 
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easily and safely. A flexible technic is directly 
related to broad training and surgical skill, 
which have been admirably discussed by Bow- 
ers.’ Flexibility allows the operation to be 
suited to the patient; the pitfall of technical 
rigidity is avoided. Many persons have em- 
phasized that the surgeon should carry out for 
a particular condition the operation that he 
knows best. I wonder if this is not a rationali- 
zation for insufficient training. 

Routinism that is applied in any form to 
the highly individual and complex patient also 
may be a pitfall. Inflexible diets in the post- 
operative period have little rational basis, and 
if the patient dislikes them, this may hinder 
or prolong convalescence. There is no reason 
not to adapt the diet to the patient’s organs 
of smell, taste and sensations of hunger, and 
to pay less attention to consistency, digesti- 
bility or what theoretically should be proper. 
Routinism in the time for early ambulation, 
for giving enemas, for starting food by mouth, 
or for removing drains hardly takes into con- 
sideration the uniqueness of the individual or 
his disease and operation. Set rules for the 
amount of parenteral fluid and the route of 
administration have no place in intelligent 
care. The evils of routinism were discussed in 
some detail in a previous publication’ and 
need not be elaborated here. 

An operation is fundamentally a mechani- 
cal procedure, and we find only too often that 
we cannot cure the patient. When the disease 
is malignant and out of control and the future 
course is more or less known, we attempt to 
“palliate” the patient. The estimation of the 
degree of palliation is up to the patient, and 
simply because there is a means to do “some- 
thing palliative,” we should not assume in 
our own minds that we have been successful. 
The thoughtful surgeon will analyze carefully 
what he can accomplish short of providing a 
chance of cure; for example, the use of gas- 
trostomy as a palliative or supportive proce- 
dure in cases of cancer of the head and neck 
which are not amenable to surgery. We have 
reviewed 30 such cases of malignancy; in each 
case a gastrostomy was justified. In many it 
tided the patient over a period of radiation 
therapy; in some it was performed only to 
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prolong life. The follow-up throws doubt on 
the validity of some of these indications: 
Seven of the 30 patients died in the hospital: 
15 more died within three months, a mortality 
of 22 out of 30. It may be that in these cases 
the estimated extent of disease or the response 
to therapy was at fault. In retrospect some of 
these patients should have been saved the 
added pain and prolongation of suffering, and 
in the future we intend to consider very care- 
fully the indications for gastrostomy in such 
cases. The same thinking applies to other pal- 
liative procedures, which we all may recall. To 
avoid the pitfall of causing more suffering or 
prolonging it, it is necessary to review con- 
stantly just what we are accomplishing by 
palliation, but to do so without sacrificing the 
aggressive attitude toward malignancy, which 
must be maintained. 


Summary 


Some of the many pitfalls in surgery may 
be avoided by careful diagnosis and preopera- 


tive evaluation, the recognition of the im) or- 
tance of a complete team to carry out surg val 
procedures with safety, the acknowledgm nt 
of the limitations of the antibiotics, the }.ro- 
vision of necessary safeguards, the discard ng 
of inflexible technic and routinism of proce- 
dure, and by a mature understanding of the 
word “palliative.” The surgeon who is respon- 
sible for his patient throughout the period of 
surgical care will be distinguished to the ex- 
tent that, through thorough training and wide 
experience, he is able to anticipate and is 
prepared to handle competently any eventual- 
ity that may occur. 
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62. THE BABY BOOM 


Even more remarkable than the recent increase in the married popula- 
tion has been the continuing boom in babies. Since the close of World War 
Il, births have averaged 3,800,000 annually, with each of the past five years 
successively establishing new high records. Almost 4,100,000 babies were 
born in 1955, the equivalent of a-rate of 24.9 per 1000 population. 

Accounting in part for the unprecedented number of babies born in 
recent years is an almost uninterrupted rise in fertility from its low level in 
the 1930s. In each of the postwar years, about 1 out of every 6 married 
women under age 45 bore a child, whereas in the mid-1930s the proportion 


was only | in 8. 


E. A. Lew, Changing family profile, Public Health Report, 
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SCIENTIFIC EXHIBIT 


The 


Newer 
Corticosteroids 
in 


Ophthalmology 


JOHN HARRY KING, JR.* AND JACK W. PASSMORE* 
Washington, D.C. 


*Section of Ophthalmology, Washington Clinic, Washington, D. C. 


tOcular Research Unit, Walter Reed Army Medical Center, Washington, D. C. 
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General Information 


Hormonal steroid therapy is valuable in treating a wide variety of 
ocular conditions. It acts by controlling the exudation and inflamma- 
tion produced by either allergic, traumatic or bacterial agents until 
bodily response, natural or with the aid of antibiotics, chemothera- 
peutic agents or other therapy, can overcome the insulting agent. 
Fibroblastic reaction is reduced, resulting in less scarring and vascu- 
larization. 


In ocular disease, prednisone and prednisolone have proved more 
effective experimentally and clinically in a fraction of the dosage 
required with cortisone and hydrocortisone. 


With systemic administration of the older steroids, undesirable side 
effects including retention of sodium chloride and water and loss of 
potassium, hypertension, hyperglycemia. Cushing’s disease, and psy- 
chotic changes are common occurrences. These toxic side effects are 


unusual with the recommended dosage of the newer steroids and the 
short-term therapy required for most eye diseases. 


Best results are obtained when treatment is instituted early. Dosage 
is tapered when improvement results, and when maintenance therapy 
is required it is individualized according to the severity of the attack. 


In chronic disease, a small amount of, corticosteroid may be neces- 
sary for prolonged periods in order to prevent relapse. Careful ob- 
servation is necessary during intensive systemic steroid medication, 
as infection is masked and “silent” peptic ulcer can occur. 


Adrenocortical atrophy is possible during prolonged treatment for 
chronic ocular disease. Corticotropin (ACTH) must be administered 
periodically to stimulate adrenal secretion. Long-acting ACTH gel 
is given intramuscularly at biweekly or weekly intervals (40 to 80 
units). The underlying etiology is not affected by corticoids and 


degenerative disease is not benefited. 


A more extensive discussion on “Experience with newer corticosteroid hormones in 


eye diseases,” by Dr. King, will be found starting on page 157, this issue. 
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Indications 


LIDS AND CONJUNCTIVA 


. Seborrheic blepharitis 
. Contact dermatitis and drug 
reactions 
3. Phlyctenulosis ( phlyctenular 
conjunctivitis ) 

4, Allergic blepharoconjunctivitis 
5. Allergic conjunctivitis 
6 
7 


. Vernal conjunctivitis 
Pingueculitis 
3. Burns (chemical and thermal ) 


UVEAL TRACT 


Iritis. 
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Seborrheic blepharitis. 


4 


After 48 hours—prednisolone acetate and sulfacetamide 
sodium (MEtIMyD® suspension). 


lridocyclitis. 


= 
“ 
‘ 
5 
ie 
175 


UVEAL TRACT (Cont.) 


Nongranulomatcus conditions 


1. Iritis 

2. Iridocyclitis (rheumatoid, 
phacotoxic, postoperative or 
traumatic 

3. Chorioretinitis (acute or 
chronic 


After 24 hours of Metimyd suspension. 


Granulomatous conditions 


1. Diffuse uveitis due to 
sympathetic ophthalmia 


2. Chorioretinitis or iridocyclitis 
(sarcoid of Boeck, 
toxoplasmosis, syphilis 


CORNEA AND SCLERA 


1. Marginal ulcer of cornea 
2. Keratitis (interstitial, luetic or 
nonspecific ) 
3. Superficial punctate keratitis 
4. Atopic keratoconjunctivitis 
5. Keratitis disciformis ( with close 
observation for recurrence of 
dendritic ulceration ) 
6. Metaherpetic keratitis (with close 
observation for recurrence of 
dendritic ulceration ) 
7. Recurrent corneal erosion 
3. Scleritis and episcleritis (additional 
systemic medication often necessary } 
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OPTIC NERVE AND RETINA 


Optic neuritis. Central serous retinopathy (macular edema). 


MISCELLANEOUS CONDITIONS 


1. Herpes zoster ophthalmicus 5. Phacotoxic iritis and glaucoma 
2. Neovascularization of the 6. Postoperative—following 

conjunctiva and cornea keratoplasty (after tenth day), 
3. Pseudotumor of the orbit operations for glaucoma, after 
4, Glaucomatocyclitic crisis cataracts if iritis occurs 


Contraindications 


Herpes simplex (dendritic corneal ulcer—may progress Tubercular uveitis (possible flare-up on withdrawal of 
to metaherpetic desmetocele, and perforation of the steroid). 

cornea). 
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Administration 
TOPICAL 


Topical therapy is indicated for allergic and inflammatory diseases of the exter- 
nal ocular tissues. It allows a high local concentration with no systemic effect. 
The drugs are absorbed into the anterior segment and are of benefit in iritis. 
phacotoxic reactions and other conditions of the anterior uveal tract. They are 
of no value for affections of the posterior segment where systemic medication is 
demanded. 


SUSPENSIONS: 


Instilled every one to two hours into the conjunctival sac. 
1. Prednisolone acetate 0.5 to 2.5 per cent. 
2. Prednisolone acetate with sulfacetamide sodium (Metimyd )—preferred if 
there is a concurrent infection. 


OINTMENTS: 


Instilled every three to four hours into the conjunctival sac. Preferred for night 
use or if not contraindicated by the blurring of vision produced by the ointment. 
1. Prednisolone acetate 0.5 to 2.5 per cent. 
2. Prednisolone acetate. sulfacetamide sodium, with neomycin ( Metimyd with 
neomycin). Preferred if there is a concurrent infection. 


SUBCONJUNCTIVAL 


As an adjunct for severe disease of the anterior or posterior segment, 0.5 cc. of 
a 2.5 per cent suspension of prednisone or prednisolone acetate may be injected 
4 under Tenon’s capsule. 


SYSTEMIC 


Systemic therapy is preferred for severe disease of the external eye or in inflam- 
mation of the posterior uveal tract, retina, optic nerve and orbit. It is contraindi- 
cated in the presence of tuberculosis, diabetes, peptic ulcer or a psychosis. 


ORAL 


: 1. Prednisone or prednisolone, 30 to 40 mg. daily until therapeutic response 

ere (two weeks maximum), then a maintenance dose of minimal amount re- 
quired to maintain remission (2.5 to 10 mg. daily). 

2. Prednisone, 0.75 mg. with acetylsalicylic acid 325 mg., ascorbic acid 20 
mg.. and aluminum hydroxide 75 mg. per tablet (sIGMAGEN®). Beneficial 

Be for episcleritis or iritis with pain or of rheumatoid etiology (4 to 8 tablets 
daily ). 


INTRAMUSCULAR 


Prednisolone acetate, 25 mg. per cubic centimeter. Not often indicated in ocular 
disease but may be used initially for rapid effect or if not tolerated orally. 


Prednisone (METICORTEN®) and prednisolone (METICORTELONE®) used in these studies were sup- 
plied by Schering Corporation, Bloomfield, New Jersey. 
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Cytologic Detection of 
Cancer in Hawaii 


A REPORT OF SIX YEARS’ EXPERIENCE 
IN THE HAWAII CANCER SOCIETY LABORATORY * 


WALTER B. QUISENBERRY + 


Honolulu 


Ox July 25, 1949, a cytology laboratory was 
set up by the Hawaii Cancer Society in Hono- 
lulu under the direction of a committee of 
three cytologically trained physicians (one 
pathologist, one gynecologist and one public 
health physician ). During the latter half of the 
time covered by this report, two other cyto- 
logically oriented physicians (one a patholo- 
gist and the other a gynecologist ) have served 
on the committee. 

As soon as a decision was made to set up 
a cytology laboratory, it was recognized that 
it would be necessary to have cytologically 
trained medical technologists to carry on the 
technical part of the work. A local medical 


*This report is based on work that was carried out under 
the direction of the Cytology Committee of the Hawaii 
Cancer Society. Dr. Frank C. Spencer served as chair- 
man during the entire six years covered by this study. 
Drs. I. L. Tilden, W. Harold Civin, James T. S. Wong 
and the author served as members of the committee. 
Grateful acknowledgment is extended to Mrs. Esther 
Chinn and Mrs. Jean Nishimura, cytotechnologists, who 
faithfully performed the technical work and summarized 
the data presented. The constructive suggestions of the 
members of the Cytology Committee and the cytotech- 
nologists helped immeasurably in making this report 
possible. 


Executive Director, Hawaii Cancer Society, Honolulu, 
Hawaii. 
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technologist, therefore. 
was sent to the cytolo- 
gy laboratory of the 
University of Califor- 
nia Hospital to re- 
ceive, under the direc- 
tion of Dr. Herbert F. 
Traut, four months of 
intensive training in 
cytology. This cyto- 
technologist was then 
placed in charge of the 
technical aspects of the 
laboratory of the Hawaii Cancer Society. An- 
other local medical technologist was chosen 
to take cytologic training at the University of 
California Hospital under the sponsorship of 
the Honolulu Chamber of Commerce. After 
she had received her training, she served in 
the laboratory of a local hospital for a period 
before she joined the staff of the Cancer So- 
ciety laboratory, where she now has served for 
about four years. 

The first cytologic laboratory established by 
the Hawaii Cancer Society was in Honolulu. 
In recent years, other laboratories have been 
set up on the islands of Kauai, Hawaii and 
Maui. In these laboratories, trained cytotech- 
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TABLE 1 


Catecories Coverinc Resutts or Cyto.tocic Tests 


1. Negative 
2. Atypical cells present, probably benign 
3. Atypical cells present, suspicious of malignancy 


4. Cells present consistent with malignancy 


nologists are in charge of the technical aspects 
of the work under the direction of physicians. 


Operation of the Laboratory 


The main purpose of the laboratory has 
been to demonstrate the value of cytologic ex- 
amination in the early detection of cancer. In 
order to do this most advantageously, it was 
decided that the service should be offered free 
of charge to all physicians in Hawaii. In other 
words, any physician in the Territory can pre- 
pare a slide from any body secretion and sub- 
mit it to the laboratory for examination. 

The Cancer Society furnishes report forms, 
cardboard containers for mailing, and a fixa- 
tive to all physicians. The slides are mailed 
or brought to the laboratory after they have 
been fixed. The cytotechnologists stain and 
screen the slides. All slides containing atypical 
cells are then referred to the committee of phy- 
sicians. If possible, all members of the com- 
mittee examine the slides; if this is not possi- 
ble, an effort is made to have at least three 
members of the committee see each slide. The 
categories used to report the results of the 
examination are shown in table 1. 

An effort is made to keep physicians aware 
that a negative report does not mean that can- 
cer is not present, but only indicates that the 


TABLE 2 
SumMary oF CytToLocic EXAMINATIONS 
(July 25, 1949 to July 24, 1955) 


Slides examined ........ 50,845 
Doctors participating ........... 
Cases in which the result was positive ......... 220* 


*In 63 of these cases, the patients had asymptomatic, 
unsuspected cancer of the uterine cervix. 
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cytologic examination did not disclose any 
cancer cells. It also is explained to the rfer- 
ring physician that the report “atypical «ells 
present, probably benign” should not deter 
him from performing further examinations if 
he suspects that cancer is present. In other 
words, cytologic examination never shoul: be 
a substitute for biopsy or other tests. When 
the report “atypical cells present, suspicious 
of malignancy” is rendered, the physician is 
urged to perform biopsies or to make other 
tests that will determine whether or not cancer 
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FIGURE 1, Number of physicians submitting slides to the 
Hawaii Cancer Society cytology laboratory 1949 to 1955. 


‘ is present. When the report “cells present con- 


sistent with malignancy” is rendered, every 
effort is made to inform the referring physi- 
cian that there is very strong evidence that the 
patient has cancer. It is urged, however, that 
the results of the cytologic examination be 
confirmed by tissue examination before defini- 
tive treatment is instituted. In our experience, 
very few physicians have been inclined to 
jump the gun and start treatment before the 
presence of cancer has been confirmed by tis- 
sue examination. 
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Cytologic Service Well Patronized 


in table 2 will be found a summary of the 
cytologic examinations performed in the Ha- 
waii Cancer Society cytologic laboratory in 
Honolulu from July 25, 1949 to July 24, 1955, 
inclusive. It will be noted that 322 of a total 
of approximately 450 physicians in Hawaii 
submitted slides to the laboratory. This is a 
rather high percentage of the physicians who 
might use the service, since specialists in such 
fields as ophthalmology, orthopedics, pediat- 
rics, pathology, dermatology, allergy, neurolo- 
gy and psychiatry seldom, if ever, would need 
the service. There has been a gradual increase 
in the number of physicians using this cyto- 
logic service since its establishment in 1949 
(figure 1). The increase in the number of 
slides submitted, which actually follows the 
increase in the number of physicians using 
the service, is shown in figure 2. 

Since there has been an increase in the num- 
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FicuRE 2. Annual increase in the use of the Hawaii Can- 
cer Society cytology laboratory 1949 to 1955. 


TABLE 3 


ResuLts oF CyTOLocic EXAMINATION IN 25,838 Cases 


CASES POSITIVE RESULTS IN GYNECOLOGIC CASES | POSITIVE RESULTS IN OTHER CASES 
YEAR 
Gynecologic | Other Number Per cent Number Per cent 
1949-50 1,865 | 249 23 1.23 12 4.81 
1950-51 2,445 | 330 24 0.98 17 | S35 
1951-52 3,475 204 18 | 0.52 16 7.84 
1952-53 4,319 | 256 18 | 0.42 9 3.52 
1953-54 5,590 | 315 31 0.55 12 3.81 
1954-55 6,488 | 302 | 27 0.42 13 4.30 


ber of cases in which cytologic examination 
was performed, it would be expected that there 
would be a proportionate increase in the num- 
ber of cases in which this detection procedure 
disclosed the presence of cancer. Actually, 
there has been a decrease (table 3). Figure 3 
shows the cases in which positive results were 
obtained in the six years covered by this study. 
The reasons for this change in the proportion 
of cases in which positive results were ob- 


FIGURE 3. Number of cases in which the results of cyto- 
logic examination were positive 1949 to 1955. 
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tained is not entirely clear, but there are three 
possible explanations: 

1. During the early years that the cytologic 
service was offered, there was a backlog of 
patients who might profit by it. As the years 
passed, this backlog gradually was eliminated. 

2. In the beginning, the physicians sent in 
smears that were obtained chiefly in cases in 
which the presence of cancer was suspected. 
However, after they became convinced of the 
value of cytologic examination in the detec- 
tion of asymptomatic cancer, they began to 
send in more slides obtained in asymptomatic 
cases, especially in cases in which the patients 
were women. Therefore, as the number of ex- 
aminations performed on asymptomatic wom- 
en increased, there was a decrease in the num- 
ber of cases in which positive results were 
obtained. In this connection, it is interesting 
to note that the percentage of positive results 
always has been higher in cases in which 
smears are obtained from sites other than the 
female genital system. In the cases in which 
smears are obtained from these other sites, the 
patients usually have some evidence of cancer, 
and cytologic examination is used as an addi- 
tional detection procedure. 

3. As the years passed, some of the patients, 
especially women, were re-examined. As these 
patients were rechecked, there was a decrease 
in the percentage of cases in which positive 
results were obtained. It will be interesting to 
see whether this decrease will continue as ad- 
ditional years pass. 


Results 


The cytologic technic has been used to ex- 
amine a wide variety of body secretions. Spe- 
cial attention has been given to the examina- 
tion of the pulmonary system. An attempt has 
been made to obtain bronchial secretions and 
sputum for examination in every case in which 
the results of mass x-ray surveys suggest the 
presence of cancer of the lung. Even though 
results in the early detection of cancer of the 
lung are not so spectacular as they are in the 
detection of cancer of the uterine cervix, cyto- 
logic examination is making a valuable con- 
tribution in the early diagnosis and treatment 
of cancer of the lung. 
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TABLE 4 


Source OF SMEAR IN 220 Cases IN WuicH RESULT 0; 
CytoLocic ExaMINATION Was Positive 


SOURCE OF SMEAR CASES 
Female genitalia ........ 141 

Sputum ...... 40 

Bronchus .... 


Ascitic fluid 

Breast secretion 

Stomach ... 

Nose ..... y 

Urinary tract 

Miscellaneous .. 10 
220 


An effort also has been made to apply the 
cytologic technic to the examination of gas- 
tric secretions. The papain technic has been 
tried by our technicians. Plans are now being 
made to use the Papanicolaou, gastric balloon 
and other technics. 

Cancer was found in 220 of 25.838 cases in 
which cytologic examination was performed in 
the period covered by this study (table 4). 
The site of the cancer was as follows: female 
genitalia in 141 cases; lungs in 43 cases; and 
other organs such as the stomach, breast and 
urinary organs in the remaining 36 cases. In 
63 of the 141 cases of cancer of the female 
genitalia, the disease was asymptomatic. In 
40 of the 43 cases of cancer of the lungs, the 
disease was disclosed by cytologic examina- 
tion of the sputum; in the three remaining 
cases, it was detected by examination of bron- 
chial secretions. In one of the cases of cancer 
of the breast, a lump could not be palpated in 
the breast when cytologic examination was 
performed. 

Of the 141 cancers of the female genitalia. 
134 were situated in the uterine cervix, two 
were adenocarcinomas of the fundus of the 
uterus, one was an adenocarcinoma of the 
ovary, one was a Krukenberg tumor, two were 
squamous cell carcinomas of the vagina, and 
one was thought to be a metastatic squamous 
cell carcinoma that had arisen primarily in 


the bladder. 


POSTGRADUATE MEDICINE 


sid 
3 
= 
4 


During the period covered by this study, 
43,553 smears from the cervix or vagina were 
obtained for cytologic examination in 24,182 
cases. The appearance of the stained smears 
was suggestive of malignancy in 240 of the 
24,182 cases. The presence of cancer was 
proved in 141 of the 240 cases. In 129 of the 
141 cases, the diagnosis was made by tissue 
examination; in the remaining 12 cases, it 
was made on the basis of the clinical course of 
the disease. In 27 of the 129 cases, the diag- 
nosis had been made prior to cytologic exami- 
nation, which was a part of the follow-up 
procedure. 

In 97 of the 240 cases in which the results 
of cytologic examination were suggestive of 
malignancy, the presence of cancer has not 
been proved, but its possible presence has not 
been ruled out. In some of these cases, the 
patients have refused to permit a biopsy. Bi- 
opsies have been unsatisfactory in some cases, 
and further tissue examinations are pending 
in other cases. A considerable number of the 
patients in these cases have not complied with 
the follow-up recommendations. 

In two other cases in which the results of 
cytologic examination were highly suggestive 
of a malignant lesion, reasonably careful cyto- 
logic examination and the subsequent clinical 
course apparently have proved that the pa- 
tients did not have cancer. 

The patient in the first case was a 28 year 
old Japanese woman. All members of the Cy- 
tology Committee agreed that the appearance 
of the stained smears was consistent with ma- 
lignancy, but biopsy did not reveal any evi- 
dence of cancer. A total hysterectomy was per- 
formed subsequently because of endometriosis. 
Thus far, tissue examination has not disclosed 
a malignant lesion. 

In the second case, the patient was a 34 
year old Caucasian woman who first was 
thought to be pregnant. She had had consid- 
erable uterine bleeding for two months. The 
cervix appeared raw and bled freely. The sec- 
ond cytologic examination was performed after 
an interval of two weeks. The members of the 
Cytology Committee were divided in their 
opinions as to whether the appearance of the 
stained smears should be classified as “atypi- 
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cal cells present, suspicious of malignancy,” 
or as “cells present consistent with malignan- 
cy.” A biopsy did not reveal any evidence of 
cancer, but hysterectomy was performed be- 
cause of uterine bleeding. Careful pathologic 
examination of the surgical specimen did not 
reveal a cancer. An irregular endometrial mass 
was found in the fundus, but examination did 
not reveal any evidence of malignancy. 

Of the 99 cases in which the results of cyto- 
logic examination were suggestive of malig- 
nancy, these two cases were the only ones in 
which careful study and the clinical course 
have indicated that the patients probably did 
not have cancer. The results of the initial 
cytologic examination in these cases are be- 
lieved to have been falsely positive. The re- 
sults of the initial examination in some of the 
other 97 cases no doubt will eventually be 
placed in the same category. Of course, it is 
not known how many falsely negative reports 
have been rendered. 

Table 5 shows the stage of the lesion in 71 
cases of clinically suspected cancer of the uter- 
ine cervix. The average age of the patients at 
the time the cancer was detected was 51 years. 
It will be noted that the stage of the lesion 
was 0), 1 or 2 in only 33 or less than half of the 
71 cases when the diagnosis was made. It is 
unfortunate that the cancer could not have 
been discovered earlier. 

The treatment was as follows: radiation 
alone in 53 cases; operation alone in three 
cases; operation and radiation in 10 cases; 
and palliative treatment other than operation 


TABLE 5 


Stace oF LEsION IN 71 Cases OF CLINICALLY SUSPECTED 
CANCER OF THE UTERINE CERVIX 


STAGE OF LESION CASES 

0 3 

1 24 

1 to 2 | 1 

2 6 

2to3 1 

3 12 

3 to 4 1 

4 16 
Unknown 7 
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and radiation in three cases. The treatment 
that was used in the two remaining cases is 
not known. When this paper was written, 34 
of the patients were well, 28 had died, and 
four were in poor physical condition. The con- 
dition of the five remaining patients is not 
known. The fact that many of the lesions were 
stage 3 or 4 when discovered explains in con- 
siderable measure why 28 of the patients have 
died, although the follow-up period has been 
very short in most of the cases (table 6). 

Special mention should be made of the 63 
cases in which asymptomatic cancer of the 
cervix was disclosed by cytologic examina- 
tion. Figure 3 shows the number of cases in 
which this type of lesion was disclosed an- 
nually in the period covered by this study. 
The patients in these cases did not have any 
symptoms that might be regarded as sugges- 
tive of cancer when they consulted their phy- 
sicians, and the cytologic examinations were 
performed as part of complete physical ex- 
aminations. The average age of the patients in 
these cases was 40 years as compared with an 
average age of 51 years in the 71 cases of 
clinically suspected cancer of the cervix. 

In these 63 cases, the cancer was discovered 
earlier than would have been possible by any 
other means. At the time of the cytologic ex- 


TABLE 6 


FoLLow-up Pertop IN Cases OF CANCER OF 
THE UTERINE CERVIX 


FOLLOW-UP CASES IN WHICH 
PERIOD THE pisease was | P@ESENCE OF THE 
(months) ASYMPTOMATIC 
| SUSPECTED 
lto 6 16 | 21 
7 to 12 | 18 
13 to 18 10 | 7 
19 to 24 7 | 9 
25 to 30 > 1 
31 to 36 5 4 
37 to 42 2 l 
43 to 48 3 | 
49 to 54 | 1 3 
55 to 60 2 3 
61 to 66 | 1 Z 
67to72 | 0 l 
Total 63 | 71 
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TABLE 7 


STaGE OF Lesion IN 63 CASES OF ASYMPTOMATI 
CANCER OF THE UTERINE CERVIX 


STAGE OF LESION | CASES 
| 48 
1 14 
lto2 | 1 


amination, biopsy would have been imprac- 
tical, and it probably was not performed be- 
cause it was not believed to be indicated. In 
some of these cases, it subsequently was difh- 
cult to demonstrate the presence of cancer by 
means of biopsy even after several cytologic 
examinations had suggested the presence of 
this lesion. In one case, six biopsies were nec- 
essary to make the diagnosis. Coning biopsy 
now is recommended in all cases in which the 
presence of cancer of the cervix is suspected. 

The cancer was of early invasive type in 15 
of the 63 cases (table 7). The type of treat- 
ment was as follows: hysterectomy alone in 
44. cases; radiation alone in 12 cases; hyster- 
ectomy and radiation in three cases; Sturm- 
dorf’s operation in two cases; electric cauteri- 
zation in one case, and conization in one case. 
When this paper was written, 60 patients were 
well, and the condition of the three remaining 
patients was unknown. 

Table 6 shows the follow-up period in 63 
cases of asymptomatic cancer of the uterine 
cervix and in 71 cases in which the presence 
of the disease was suspected. It will be noted 
that 44 (70 per cent) of the 63 patients with 
asymptomatic cancer have been followed for 
two years or less, and that 27 (43 per cent) 


- have been followed for one year or less. Fifty- 


five (77 per cent) of the 71 patients with sus- 
pected cancer of the cervix have been followed 
for two years or less and 39 (55 per cent) of 
the patients have been followed for one year 
or less. It can be readily seen that no state- 
ment can be made regarding the ultimate prog- 
nosis in these cases because of the short dura- 
tion of the follow-up study. 

In 1,656 cases, a total of 7,292 smears were 
obtained from parts of the body other than 
the female genital system. In 103 of the cases, 
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the appearance of the stained smears either 
was highly suggestive of malignancy or was 
consistent with a malignant lesion. The pres- 
ence of cancer has been proved in 79 of the 
103 cases. In the remaining 24 cases, the diag- 
nosis is pending because of incomplete exami- 
nation or insufficient follow-up periods. 


Cost of Cytologic Service 


The cost of the service has not been exor- 
bitant because the physicians guiding it have 
served without pay and because of the large 
number of examinations that have been per- 
formed. The cost for the six years has been 
$0.91 per slide or $1.40 per patient. The cost 
of detecting each instance of cancer has been 
$208.55, and the cost of detecting each in- 
stance of asymptomatic cancer of the cervix 
has been $781.48. In computing the last fig- 
ure, the total cost of operating the service has 
been included. 


Summary and Conclusions 


The Hawaii Cancer Society cytology labora- 
tory was set up to demonstrate the value of 
cytologic examination in the early detection 
of cancer, and it has accomplished this pur- 
pose. Three hundred and twenty-two of ap- 
proximately 450 physicians in Hawaii have 
submitted 50,845 smears to the laboratory for 
examination during the six years that it has 
been in operation. These smears were obtained 
in a total of 25,838 cases. 

The presence of cancer was detected in 220 
of the 25,838 cases. The site of the cancer 
was as follows: female genitalia in 141 cases; 
lungs in 43 cases; and other organs in the re- 
maining 36 cases. In 134 of the 141 cases of 
cancer of the female genitalia, the lesion was 
situated in the uterine cervix. In 71 of the 
134 cases, the presence of cancer of the cervix 
was suspected before cytologic examination 
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was performed; in the remaining 63 cases, 
the disease was asymptomatic. In the latter 
group of cases and in the 43 cases of cancer of 
the lung, the presence of the disease was dis- 
covered earlier than would have been possi- 
ble by other means. In the 63 cases of asymp- 
tomatic cancer of the cervix, the average age 
of the patients was 40 years as compared with 
an average age of 51 years in the 71 cases of 
suspected cancer of the cervix. 

In 33 of the 71 cases of suspected cancer 
of the cervix, the lesion was stage 0, 1 or 2 
when it was discovered. The lesion was of 
the early invasive type in 15 of the 63 cases 
of asymptomatic cancer of the cervix. It was 
stage 0 in 48 cases, stage 1 in 14 cases, and 
stage 1 to 2 in 1 case. Although 55 (77 per 
cent) of the 71 patients with suspected cancer 
of the cervix have been followed for only two 
years or less, 28 (39 per cent) of the patients 
are known to be dead. Sixty of the 63 patients 
with asymptomatic cancer of the cervix were 
living when this paper was written. The con- 
dition of the remaining three patients is un- 
known. Although 44 (70 per cent) of the 63 
patients with asymptomatic cancer of the cer- 
vix have been followed for only two years or 
less, the ultimate prognosis should be good. 

The cost of examining each slide has been 
low. This has been possible principally be- 
cause of the large number of slides examined 
and the fact that members of the Cytology 
Committee have not received any financial re- 
muneration for their work. 

The cytologic service has stimulated physi- 
cians in Hawaii to think much more about 
early cancer of the uterine cervix. As a result, 
the diagnosis now is being made earlier than 
it was before the cytology laboratory was es- 
tablished. The cytology laboratory service fits 
in well with the philosophy of making every 
physician’s office a cancer detection center. 


185 


~ . 
n 
Cc 
f 
e 
7 
n 
> 
e 
D 
d 
ir 
>. 
> 
i- 
n 
= 


CLINICAL STUDY 


Rolicton® (Aminoisometradine), 
a New, Nonmercurial Diuretic 


EDWARD SETTEL 


Brooklyn 


Cuinicians are con- 
stantly reinforcing and 
improving their tools 
to remove excess body 
fluids. The more com- 
monly encountered 
water-retention disor- 
ders (congestive heart- 
failure and premen- 
strual edema) have yah 
become the focus of EDWARD SETTEL 
some searching reap- 

praisal. Development of the flame photometer 
and radioisotope tracers has permitted accu- 
rate measurement of the exact behavior of 
the body electrolytes in normal and diseased 
states. In consequence, more precise under- 
standing of electrolyte imbalance has _pro- 
duced acceptable and rational ideas regarding 
physiology and therapy in prolonged or re- 
peated states of edema. 

The ideal diuretic agent, while relieving 
the edematous patient of excessive salt and 
water, also should have the following proper- 
ties: (1) It must not irritate the renal cellular 
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components; (2) it must not trigger any atopic 
reactions; (3) it must be administered orally, 
be palatable, be readily absorbed, and cause 
little or no gastrointestinal irritation; (4) it 
should permit controlled diuresis in speed, 
volume and duration by simple adjustment of 
the dosage, and (5) it must be nontoxic to 
other body organ systems such as the liver and 
hematopoietic and central nervous systems. 
ROLICTON® (aminoisometradine), which 
originally was designated as SC-3656, is an 
oral nonmercurial diuretic. Chemically, it is a 
methyl allyl isomer of aminometradine. It 


. basically is a uracil derivative and has been 


predicted to be at least as effective as the par- 
ent compound MICTINE® without any of the 
side effects of this compound and without the 
potential toxicity of the oral mercurial and 
xanthine diuretics and the sulfonamide-type 
diuretics. 

The mechanism of its action is similar to 
that of its isomer Mictine. It is generally be- 
lieved that it prevents the reabsorption of sodi- 
um in the renal tubules by interference with 
the sulfhydryl enzyme system. There is sub- 
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TABLE 1 


AGE OF PATIENTS 


(Years) PATIENTS 
37 to 50 3 
51 to 60 4 
61 to 70 15 
71 to 80 16 
81 to 90 7 
91 to 99 2 


stantial laboratory and clinical evidence indi- 
cating that the cation sodium and the anion 
chloride are excreted in about equimolar 
quantities, the excreted sodium carrying pro- 
portionate quantities of water with it. 


Material and Method of Study 


This report is based on a critical test of the 
practical application of Rolicton in 47 cases of 
long-standing edema that was caused by car- 
diac disease or endocrine disturbances. Twen- 
ty-nine of the patients were women and 18 
were men. Table 1 shows age of the patients. 

Seventeen of the 47 patients were ambula- 
tory and comprised an average cross section 
of patients observed in a large private prac- 
tice. Thirty of the patients were observed in 
the Forest Hills Nursing Home, Forest Hills, 
New York. Most of these 30 patients were el- 
derly persons who had some type of cardio- 
vascular disease. Some of them also were am- 
bulatory while others were bedridden. At one 
time or another during the three or four dec- 
ades before this study was started, most of 
these patients had been treated with every 
available diuretic including calomel, xanthines, 
ammonium chloride, the old and new mer- 
curial diuretics, the sulfonamidelike diuretics 
and Mictine. 

Forty-four of the 47 patients were classified 
as class 2 to 4 cardiacs according to the cri- 
teria of the New York Heart Association. The 
remaining three patients had premenstrual 
tension and edema. The ages of these latter 
patients were 37, 46 and 49 years, respective- 
ly. The signs and symptoms were indicative of 
congestive failure of both the right and left 
ventricle in 16 cases, failure of only the right 
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ventricle in 15 cases, and failure of only the 
left ventricle in 13 cases. Retinoscopy dis- 
closed evidence of arteriosclerotic cardiovas- 
cular disease in 35 cases. In nine cases, the 
disease was classified as hypertensive cardio- 
vascular disease without clinical evidence of 
arteriosclerosis. 

Ten of the 44 patients with heart disease 
had had one or more attacks of coronary oc- 
clusion. One patient had had four attacks, two 
patients had had three attacks, five patients 
had had two attacks, and two patients had had 
only one attack. 

Five of the 44 patients were diabetics, but 
were well controlled with diet and various 
types of insulin. Three patients had severe 
asthma, and all of them had demonstrable 
clinical evidence of secondary pulmonary hy- 
pertension and failure of the right ventricle. 
One patient had a primary carcinoma of the 
pancreas, and another patient had a prostatic 
neoplasm which had metastasized generally. 
The edema was not due to the neoplasm in 
either of these cases. Both of the patients had 
long-standing congestive heart-failure which 
had followed a coronary occlusion. 

Thirty-seven of the 44 cardiac patients had 
been fully digitalized, and they were receiving 
maintenance doses of digitalis when this study 
was started. Some of the remaining seven pa- 
tients had been careless about taking the drug. 
Four of these patients had been taking the 
drug only when acute distress had occurred; 
one patient had been able to maintain cardiac 
function without digitalis, and two patients 
had been taking quinidine. In order to evalu- 
ate the effect of Rolicton, digitalis or quinidine 
was administered in the same manner as it 
had been before this study was started. 

Thirty-six of the 44 cardiac patients had 
been taking various types of mercurial and 
nonmercurial diuretics orally during the two 
years before this study was started. Because 
of intolerance to these preparations (rashes, 
nausea, vomiting and diarrhea) or owing to 
their ineffectiveness, most of these patients 
had ceased to take these drugs or had been 
taking them only sporadically. In all of the 
44 cases of cardiac disease, MERCUHYDRIN®, 
THIOMERIN® sodium solution or CUMERTILIN® 
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injections were being administered parenteral- 
ly in doses of 1 to 2 cc. when this study was 
started. The frequency of administration of 
these diuretics had been as follows: every 
three or four days in 11 cases, once a week in 
16 cases, every two to four weeks in 10 cases, 
and only occasionally in seven cases. 

Various types of parenteral and oral diu- 
retics (DIAMOX®, ammonium chloride, Cumer- 
tilin and NEOHYDRIN®) had been used in the 
three cases in which edema was associated 
with premenstrual tension. The patients also 
had been treated with vitamins and hormones. 

All of the 47 patients had been receiving a 
low salt diet (1 to 2 gm. daily) or a salt-free 
diet, and this diet was continued during the 
study. The 30 patients in the nursing home 
were under the strict surveillance of a dieti- 
tian and a competent nursing staff. The daily 
intake of fluid generally was kept well below 
1500 cc. Other supportive measures such as 
the administration of vitamins and sedatives 
and the regulation of activity were continued 
as they had been previously. 

Rolicton was administered orally in the 
form of tablets. The drug was administered 
continuously for 12 to 16 weeks, and the 
dosage was adjusted according to the response 
of each patient. In the early part of the study, 
200 mg. of the drug was administered three or 
four times a day. About three weeks after the 
study was started, the dose was increased to 
500 mg. for one to three days in order to de- 
termine whether massive doses would produce 
intensive diuresis without causing any side 
effects. At that time, 1.5 to 2.0 gm. of the 
drug was administered daily for one to three 
days in cases in which the edema was refrac- 
tory to treatment and in new cases. The dose 
then was reduced gradually until the mainte- 
nance dose was determined. The maintenance 
dose then was administered twice a day. 

The patients were examined at least four 
times a week for evidence of congestive heart- 
failure or other signs of edema. Special at- 
tention was paid to the size of the liver, the 
respiratory and pulse rates, the degree of cya- 
nosis, and the presence of pulmonary rales, 
peripheral edema or venous distention. At 
each examination, a search was made for evi- 


188 


dence of intolerance to the drug or a toxic re- 
action. The patients were questioned frequent- 
ly. Blood counts and hemograms were made 
regularly to determine the-hematopoietic func- 
tion. Urinalysis also was performed frequently, 
Chemical examination of the blood was per- 
formed at regular intervals in order to evalu- 
ate the renal and hepatic function. 

The patients were watched scrupulously for 
fluctuations in weight. In the absence of other 
possibly disturbing factors, fluctuations in 
weight were regarded as a basic measure of 
fluid balance. In view of the other avenues of 
fluid loss such as insensible respiratory loss, 
sweat, saliva, bronchial secretion, diarrhea, 
vomiting and surgical drainage, it was felt 
that measurement of the urinary output alone 
was an inadequate gauge of such loss. When 
the weight reached what was considered to be 
the “dry” weight, the dosage of the drug was 
reduced to the minimum needed to maintain 
the weight at this level. 


Results 


Generally, the results were highly satisfac- 
tory. During the first five days of treatment. 
the patients lost from 2 to 9 lb., and the aver- 
age loss was 3.4 lb. In the first 24 cases in 
which the drug was used, 200 mg. was admin- 
istered three or four times a day. The average 
loss of weight in these cases was 2.9 lb. The 
diuresis lagged in some of these cases, but it 
was accelerated by increasing the dose to 500 
mg. for one to three days. This increase re- 
sulted in the loss of an additional amount of 
weight. In cases in which treatment was begun 
by administering 500 mg. of the drug, the 
average loss of weight was 4.2 lb. in five days. 


- Failure to take the drug resulted in a recur- 


rence of signs of accumulation of fluid. This 
accumulation of fluid was promptly relieved 
by the administration of doses of 500 mg. 
There was an obvious stabilization of weight 
in practically all of the 47 cases. When this 
paper was written, “dry” weight was being 
maintained by administering 200 mg. of the 
drug twice a day in 24 cases and by admin- 
istering a similar dose once a day in six cases. 
There also was an immediate improvement in 
the associated symptoms in both the 44 cases 


POSTGRADUATE MEDICINE 


J 
ia 
4 


TABLE 2 


FREQUENCY OF PARENTERAL ADMINISTRATION OF MERCURIAL DIURETICS 


BEFORE STUDY 


DURING STUDY 


. Frequency Cases Frequency Cases 
Every three or four days 13 None administered 31 
Once a week 16 Every two to three weeks 10 
Every two to four weeks 11 Every four weeks 4 
Occasionally 7 Every six weeks 2 


of congestive heart disease and the three cases 
in which edema was associated with premen- 
strual tension. Mood and morale improved 
markedly. In the cases of premenstrual ten- 
sion, the patients were enthusiastic about the 
relief of tension, nervousness, anxiety, head- 
ache and swelling. 

The urinary output was increased from 40 
to 100 per cent. However, not too much could 
be concluded from the measurement of the 
urinary output because many of the elderly 
patients were incontinent and the measure- 
ments were inaccurate. 

Most spectacular and welcome from the pa- 
tients’ point of view was the marked reduction 
in the necessity for parenteral administration 
of mercurial diuretics. Thirty-one patients 
(three patients with premenstrual tension and 
28 class 2 to 3 cardiacs) did not require an 
injection of a mercurial diuretic during the 
entire course of this study (table 2). Of the 
remaining 16 patients, 10 still required an 
injection every two to three weeks. These pa- 
tients previously had required an injection ev- 
ery three or four days, and they were classi- 
fied as class 4 cardiacs. Four patients required 
an injection every four weeks and two re- 
quired an injection every six weeks. All of the 
six patients in the last two groups were classi- 
fied as class 3 cardiacs. 

The over-all reduction in the necessity for 
parenteral administration of mercurial diu- 
retics is graphically illustrated by the fact that 
approximately 350 injections had been given in 
the two months before this study was started. 
About 40 injections were necessary after the 
administration of Rolicton was started. There, 
therefore, was a decrease of approximately 
88.7 per cent in the number of injections that 
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were required. This reduction released nurses 
for other more pressing duties at the nursing 
home and spared the patients the anxiety and 
pain resulting from the repeated injections. 

The tolerance of the patients to uninter- 
rupted administration of the drug was excel- 
lent. Mild diarrhea occurred in two cases in 
which daily doses of 2 gm. were administered 
initially. The diarrhea subsided promptly when 
the daily dose was reduced to 600 mg. No 
other gastrointestinal side effects occurred. 
Oral disturbances such as glossitis, gingivitis 
and stomatitis did not occur, and a rash was 
not observed in any case. 

The drug did not have any effect on hepatic 
or renal function. Electrolyte studies indicated 
an adequate, but not excessive, loss of sodium 
and chloride and a moderate excretion of 
potassium. There was no appreciable altera- 
tion of the serum electrolytes after continuous 
administration of the drug for 12 to 16 weeks. 
The value for the serum protein was not al- 
tered. This was regarded as indirect evidence 
of loss of interstitial edema fluid rather than 
diminution of the volume of circulating blood. 
There was no change in the peripheral blood 
smear. 

Diminution of pre-existing albuminuria oc- 
curred in several cases. The thorough diuresis 
apparently reduced renal congestion and there- 
by improved renal function. 

In the course of the study, one patient died 
of carcinoma of the prostate. The death of this 
patient was not related to a coronary occlu- 
sion which had occurred previously. 


Summary 


Rolicton (aminoisometradine ), a new, non- 
mercurial diuretic, was administered orally in 
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47 cases of long-standing edema. Forty-four of 
the 47 patients had congestive heart disease 
and three had premenstrual tension and edema. 
The drug was administered continuously for 
12 to 16 weeks, and the dosage was adjusted 
according to the individual response of the 
patients. 

The results generally were highly satisfac- 
tory. The average amount of weight lost in the 
first five days was 3.4 lb. There was an ob- 
vious stabilization of weight in practically all 
of the cases, and previous wide fluctuations in 
poundage disappeared. When this paper was 
written, satisfactory diuresis was being main- 
tained by administering 200 mg. of the drug 
twice a day in 24 cases and by administering 
a similar dose once a day in six cases. Failure 
to take the drug resulted in a prompt recur- 
rence of the edema. 

Approximately 350 injections of mercurial 


diuretics had been given in the two mo :ths 
before this study was started. About 40 ir. jec- 
tions were necessary after the administra‘ion 
of Rolicton was started. There, therefore. was 
a decrease of approximately 88.7 per cent in 
the number of injections that were required. 

Tolerance to continuous administration of 
the drug was excellent. Mild diarrhea occurred 
in two cases, but it subsided promptly when 
the dose of the drug was decreased. 

Rolicton is an effective, safe, nonmercurial 
diuretic which can be administered orally. It 
appears to be the drug of choice in the treat- 
ment of long-standing edema. It apparently 
was tolerated better than were the other oral 
diuretics that had been administered previous- 
ly in this group of cases. In addition. it pro- 
duced diuresis more promptly and maintained 
“dry” weight satisfactorily for long periods 
with small doses. 


63. THRUSH 


There is reliable evidence that Candida albicans is a normal inhabitant 
of the mouth in 10 per cent or more of healthy infants. Stomatitis due to this 
fungus has long been recognized as common in infants debilitated or mar- 
asmic from any cause. In severe cases, moreover, thrush may spread to in- 
volve the oesophagus, and diarrhoea occurs from intestinal infection. Occa- 
sionally the infection may involve the lungs and a thrush septicaemia may 
also arise. The standard treatment of oral thrush is the liberal application 
of 1 per cent gentian violet two or three times, a day. As an addition, in 
severe cases a teaspoonful of a 1: 10,000 aqueous solution may be given three 
or four times a day and is particularly useful in thrush oesophagitis. 

Since the extended use of the antibiotics and, in particular, the tetra- 
cyclines, thrush infections in infancy have shown an increased frequency 
and severity (Allen, 1952). Presumably the removal of the normal oral 
flora permits unlimited growth of monilia but there is no evidence that its 
virulence is increased. Until recently thrush oesophagitis, pneumonia and 
septicaemia have been resistant to treatment. Wolff and his colleagues 
(1955) have reported effective results of treatment of thrush oesophagitis. 
complicated by pneumonia, by the intravenous injection of hydroxystil- 
bamidine. The recommended dose is 5 mg. per kilogram of body weight 
twelve-hourly, best given by continuous intravenous drip, and continued for 


four to six days. 


S. M. Smellie, Advances in pediatrics, Practitioner, 


October 1956, pp. 397-402 | 
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ROY M. WHITMAN* 


Medical Interviewing 


Northwestern University Medical School, Chicago 


Tue word interview is 
derived from the 
French entrevoir, 
meaning “to have a 
glimpse of.” As an in- 
transitive verb, s’entre- 
voir, it means “to visit 
each other.” Both der- 
ivations have signifi- 
cance for the process 
of interviewing. The 
first emphasizes really 
taking a look at the experiences of another 
person; the second emphasizes the interac- 
tional qualities rather than the one-sidedness 
of an interview. Since both are qualities of 
general social interchange, what distinguishes 
the interview from ordinary conversation? 

I think the difference is explained by one 
word—purpose.” The interviewer has in mind 
definite goals which he hopes to reach in the 
shortest possible time. 

The interview is one of the chief contribu- 
tions of modern dynamic psychiatry to medi- 
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cine.” Nevertheless, very few medical schools 
have integrated a dynamic interview with the 
usual medical history. This is especially sur- 
prising in view of the fact that in the social 
sciences, the interview has become the chief 
method of data collection. In fact, a visiting 
Englishman said that in America he never 
found anyone who talked to him—everyone 
he met interviewed him. 


Types of Interviews 


Examples of interviews are medical, psychi- 
atric and employment interviews. Stress _in- 
terviews were used in the wartime selection 
of pilots and OSS men. There are also survey 
types of interviews such as are used for the 
Gallup Poll or consumers’ ratings. There is 
even the destructive type of interview, which 
perhaps reached its peak in this country dur- 
ing certain Congressional hearings. Unfortu- 
nately, some medical interviews deteriorate 
into interrogations during which the physician 
seeks to trap the patient into contradictions 
and inaccuracies, so that he may then be 
called an “unreliable informant.” Neverthe- 
less, most interviews contain some common 
basic ingredients. 
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Basic Principles 


The skillful combination of a medical and 
psychiatric interview implies a certain philoso- 
phy of medicine. This attitude contradicts 
Koch’s postulates which imply a single cause 
of disease. A more accurate, comprehensive 
approach, and, therefore, often called com- 
prehensive or psychosomatic medicine, in- 
cludes not only the injuring agent but also 
the characteristics of the host. It also assumes 
a multicausal etiology of disease rather than 
a single cause. Asthma is an excellent example 
of this; often a combination of allergy and 
emotional and infectious causes is responsible 
for repeated asthmatic attacks. 

Thus, illness does not take place in an organ 
system but in a living, breathing, fearing 
human. There is always an emotional reaction 
to disease, whether or not emotional causes 
were prominent in its etiology. This response 
of an organism to stress is a psychologic re- 
sponse even though the injuring agent may 
be degenerative, infectious, emotional, or 
physically traumatic. This emotional response 
often interferes with accurate history-taking. 
For example, it is almost a rule of thumb that 
patients with severe coronary thrombosis often 
minimize their attacks, while patients with 
cardiac neurosis maximize their attacks and 
are anxious for hospitalization.’ 

The basic approach must be respect for 
another person and his dignity. This empha- 
sis on respect is almost a cliché in teaching 
the art of medicine, but the modern physician 
has many rights and privileges in investigating 
patients. Not only may he ask a patient to 
disrobe, he may inspect and peer at the pa- 
tient’s entire body. He may auscultate the 
patient’s internal organs, and pass all sorts of 
tubes into body orifices. He may ask ques- 
tions concerning the most intimate details of 
the patient’s life—material to which a biog- 
rapher or historian cannot possibly gain ac- 
cess and which the person would never relate 
to anyone else.” 


The Initial Contact 


The initial relationship’ between patient 
and physician sets the tenor of future contacts. 
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Setting up a question-and-answer session !nay 
result in the patient’s never saying anything 
unless asked a specific question. An extremely 
useful area of information is then forever lost 
to the physician—the patient’s spontaneous 
report of symptoms and responses about which 
the physician would not dream of questioning. 
An interesting example of this occurred on 
our ward when a patient was asked a ques- 
tion which often elicits highly significant ma- 
terial, “What is your earliest memory?” The 
patient answered, “Measles, mumps, chicken- 
pox and diphtheria.” Since this patient, a 
frequent hospital tenant, was a transfer from 
another service, one could only assume that 
he had learned to answer any question about 
childhood by listing his childhood diseases, 

The first thing to consider in “the initial 
contact” or “formal reception” is the manner 
in which the patient is greeted. He should not 
be met with superficial malarkey and false 
heartiness. This has probably antagonized 
more patients than actual failures in skill and 
judgment on the part of the physician. Greet- 
ing the patient by name is an obvious yet 
acceptable method of establishing initial rap- 
port and relieves the almost universal anxiety 
that the doctor might be confusing his case 
with someone else’s. 

The environmental setting of the interview 
is very important. An interview may fail com- 
pletely if other patients are present, for the 
patient fears he may be overheard. Frequent 
interruptions undermine the effectiveness of 
an interview. These can be prevented by a 
small door sign, “Do Not Disturb.” Just put- 
ting this sign out assures the patient that he 
will have the doctor’s undivided attention. 

Another important physical aspect is where 
the patient and physician sit. There should 
be no desk between them. A recent study by 
White’ shows this very neatly. The author 
noted that in interviewing patients with car- 
diac disease, some would sit down and im- 
mediately lean back. Others would sit on the 
edge of the chair or lean forward from the 
edge. Considering leaning back to be evidence 
that the patient was at ease, Dr. White found 
that on the alternate days when he sat behind 
a desk only 10.8 per cent of 83 patients sat 


POSTGRADUATE MEDICINE 


* 


at ease. This was in contrast to 55 per cent 
of a like number who sat at ease when he 
faced them directly with no desk between them. 


Taking Notes 


Few patients object to the physician’s taking 
notes. However, there are moments, as he is 
divulging very personal or embarrassing in- 
formation, when the patient looks very uncom- 
fortably at the moving pen. At such times 
the sensitive physician will lay down his pen 
with an air of “This is off the record.” This 
not only assures the patient that the informa- 
tion will be confidential, but that the physi- 
cian is interested in what he has to say as a 
person rather than in completing a form or 
record, 

During the initial stage, while the physician 
is determining exactly what brought the pa- 
tient to the hospital and is obtaining the 
patient’s history, he also should be very alert 
to clues which reveal the patient’s attitude 
toward his illness. It matters a great deal 
whether a patient says, “My mother insisted 
I come to the hospital,” or “It is about time 
that / took care of this difficulty.” The pa- 
tient’s attitude strongly influences the degree 
of cooperation he extends to his physician. 


Precipitating Circumstances 


Often, it is the exact circumstances of the 
initial onset of illness that reveal most of the 
contributory etiologic factors of the patient’s 
illness. For example, an asthmatic patient 
whose first attack occurred when he was about 
to go on a date was seen recently. Later at- 
tacks often had the background of a cold or 
upper respiratory infection, but this first one 
definitely suggested that emotional problems 
had to be considered in his management. 


Alternative Hypotheses 


In taking a history the physician should 
weigh alternative hypotheses as causes of the 
patient’s difficulties. Medically, this might be 
called differential diagnosis. In the case of 
the patient who had an asthmatic attack when 
he was about to go on a date, three or four 
possibilities should immediately suggest them- 
selves to the interviewer: (1) There was a 
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possibility of marriage, which he feared; (2) 
there was a possibility of sexuality, about 
which he had mixed emotions; (3) there 
would be a conflict with his family concern- 
ing this girl; and (4) there might be fear of 
rejection by this girl. 

Such hypotheses lead the interviewer to 
ask certain questions. Just as in any medical 
diagnosis, the more possibilities one is aware 
of, the more concise and pertinent will be 
his questioning. One useful method of making 
hypotheses is to examine one’s own feelings 
in a similar situation. 


The Physician as a Measuring Stick 


Apart from areas in which all of us are 
uncertain about our responses and reactions, 
mulling over one’s own responses is a fairly 
good yardstick in evaluating the appropriate- 
ness of the patient’s responses.” In other words, 
we have with us at all times an approximately 
accurate standard of measuring behavior. 
Thus, if a patient tells us he had a fight with 
his boss because the boss made a fairly minor 
criticism, we can project ourselves into the 
situation and try to decide whether the pa- 
tient under- or overreacted to the boss. The 
use of oneself in such a way, however, also 
has its pitfalls. It is necessary to know where 
one’s own responses deviate from the usually 
accepted norms. If we tend to think that doc- 
tors seldom make mistakes, we will be critical 
of patients who complain about their local 
physicians and may miss realistic bases of 
complaint. 

Throughout this section there is an im- 
plicit concept of “normality.” It is much the 
same concept as one has about level of blood 
nonprotein nitrogen or blood sugar. There is 
a range of limits within which the patient is 
“allowed” to be without being considered 
pathologic. Unfortunately, behavior is not 
quantifiable. Perhaps better than normality 
is a concept of optimum functioning which 
implies not only that health is the absence of 
disease, but also that health is a state of func- 
tioning wherein the individual is making 
maximum use of his mental and physical en- 
dowment. This can only be ascertained by 
evaluating the potentialities as well as the 
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present functioning of the person. If there is 
too much discrepancy between his level of 
productivity and his potentialities, even in 
the absence of symptoms of stress and anxiety, 
one must consider the person to be “emotion- 
ally ill.” Thus, the patient is his own standard 
in the same way that the rest of the popula- 
tion (as typified by the doctor) serves as a 
background on which to evaluate him. To do 
this well one must be able to understand the 
frame of reference within which the patient 
operates. 


Frame of Reference 


Cultural—Very often a physician from a 
middle-class background interviews a patient 
from a lower socioeconomic level. They do 
not quite understand each other. If the pa- 
tient is not too sensitive, one may ask about 
the derivation of his name, or what his father 
did for a living, and so gradually establish 
the patient’s background. This is extremely 
important since norms of behavior vary so 
much among different groups. For example. 
Dr. Redlich of Yale tells the story of a young 
girl who had been a prostitute at a Massachu- 
setts port and who spoke frankly of her rela- 
tionships with men, but she became very in- 
dignant and embarrassed when questioned 
about masturbation. 

V erbal—People from different backgrounds 
use the same word differently. A patient re- 
cently interviewed spoke about his “sinus 
trouble.” Closer questioning revealed that he 
had difficulty getting his breath because of 
anxiety and thought that this was sinus trou- 
ble. It is almost an ironclad rule of interview- 
ing that any time a patient uses a word you 
do not understand, or when you think there 
might be a discrepancy between his definition 
and yours, you should ask for an elaboration. 
This has a secondary effect of showing the 
patient that you are trying to understand and 
reach a common footing with him. 


Timing and Tact 


When a physician begins an interview, he 
should know approximately how much time 
he can give the patient, and he should divide 
the interview into a beginning. a middle and 
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an end. A skillful interviewer thinks of his re- 
lationships with patients much as a play w1 ich 
reaches a peak at some middle point and tien 
gradually tapers off. An example of thi- is 
the physician who asks highly personal ques- 
tions long before the patient has come to trust 
him. In contrast to this is the physician who 
elicits certain crucial information as the inter- 
view is closing and, therefore. does not allow 
the patient time to finish, leaving him with a 
sense of incompleteness and frustration. 

One of the most difficult qualities to define 
is tact. I have never seen this successfully 
taught, but it seems to be a summation of all 
the interpersonal abilities of an individual. 
The physician who brusquely orders the pa- 
tient to take off his clothes and then begins 
to take the history shows extreme lack of 
sensitivity. 


Useful Questions 


The most useful questions are those which 
are “open-ended.” By this | mean questions 
to which the patient cannot answer “yes” or 
“no” but which he must answer by elabo- 
rating on his feelings or behavior. One should 
not ask, “Do you eat a well-balanced diet?” 
but, rather, “Tell me what a typical day’s 
eating consists of.”” One should not ask, “Does 
the pain in your stomach stop when you eat?” 
but, “What is the relationship of food to the 
pain in your stomach?” The doctor should 
not tip his hand so that the patient guesses 
what he is seeking. If the doctor is not careful 
he can easily build up a story of a typical 
ulcer simply by forcing certain responses from 
the patient. 

Mostly, patients are anxious to get along 


‘with us. If the patient thinks the physician is 


pleased to hear, as he often is, that a pain 
radiates down the patient’s left arm, he will 
be glad to tell him so. He thinks the doctor 
will like him better, and that he will then 
receive better care, which is what the patient 
wants. Another striking illustration of the 
ability of patients to tell us what we want to 
hear is a comparison of histories taken by 
the internist with those taken by the psychi- 
atrist. To the internist, the patient relates in 
great detail and with gusto his somatic symp- 
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toms down to the small details of his bowel 
movements; with equally great enthusiasm he 
tells the psychiatrist of his hate for his mother 
and his envy of his brothers and sisters. Some 
day | would like to read a medical history 
showing how some sudden or prolonged stress 
breaks down a person’s homeostasis and puts 
him into a state of disequilibrium which we 
call disease. 

Following are questions | have found help- 
ful in eliciting otherwise unrevealed informa- 
tion about patients’ hopes and fears: 

1. What is really bothering you? 

2. Is this really why you came to see me? 

3. How are things going for you? 

4. What do you think is causing your ill- 
ness? (Often when one has almost no clues 
to the diagnosis, the patient will answer such 
things as, “Frankly, Doctor, ever since I got 
that new parakeet I have not been feeling 
well,” and immediately one must consider 
psittacosis. ) 

5. What was the terrible thing that hap- 
pened to you just before your first attack? 

6. How can I really help you? (In response 
to such questions the patient may reply, for 
example, that it was nice that only a small 
amount of albumin was found in his urine, 
but he really is much more concerned about 
his oldest son who has been caught in several 
petty thieveries, and he feels that his own 
absence from the home for a period of years 
was responsible for his son’s behavior. ) 

If we are really to discharge our obligations 
as physicians, we should treat the patient only 
for what we think is significant, but we must 
give him a chance to air what he thinks he 
needs help with. 


Presentation and Write-up of 
the Medical History 


The presenting complaint elicited by the 
physician is not always the chief complaint. 
Sometimes the chief complaint is not revealed 
until after several interviews or during a pa- 
tient’s hospital stay. It is therefore essential 
that the presenting complaint be given in the 
patient’s exact words; often this gives a clue 
to the chief complaint. Recently, I picked up 
a chart which had as the chief complaint of 
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a 25 year old truck driver, “epigastric dis- 
tress.” The only persons ever heard to com- 
plain of epigastric distress in just those words 
are medical students, nurses and, occasionally, 
physicians and dentists. Actually, this patient 
was the one who thought he had sinus trouble 
because he could not get his breath, and his 
“epigastric distress” was really a sticking pain 
under the sternum which could have been re- 
lated to anxiety. 

Another particular habit which divests a 
presentation of living quality is to begin with 
such a cliché as, “The patient is a well-devel- 
oped, well-nourished white male lying in bed 
in no acute distress.” Apparently, only physi- 
cal pain is considered acute distress. But if 
someone’s father has died, is this acute dis- 
tress? If someone has been told that he has 
incurable heart disease, is this acute distress? 
Admittedly, when a patient is seen in the 
hospital he has lost the differentiation of 
clothes and bearing. People look more alike 
than different in a baggy hospital gown. They 
are more individualized in the doctor’s office 
where one can observe their general approach 
to a new situation. (This, of course, applies 
only to ambulatory patients. ) 

A masterpiece of understatement in a pa- 
tient’s record is: “Family history—noncon- 
tributory.” There are very few patients whose 
family history does not contribute to a total 
understanding of the patient no matter what 
his illness. 

A frequent impression one gets is that the 
disease hit the patient like a bolt from the 
blue. There is no reference to antecedent 
events or whether the person had any role 
whatsoever in exposing himself to infection 
or trauma. This fails to take into account that, 
especially in psychosomatic disease but also 
in such bacterial diseases as tuberculosis, the 
role of the host is often crucial in determining 
whether disease occurs. 


Interviewing Technics 


Minimal activity’—It has been fairly well 
established by empiric observation that if one 
listens quietly long enough, a patient will 
sooner or later disclose his greatest concern. 
“He that has eyes to see and ears to hear may 
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convince himself that no mortal can keep a 
secret. If his lips are silent he chatters with 
his fingertips; betrayal oozes out of him at 
every pore.” (Freud.) Minimal activity means 
that the interviewer is essentially silent. He 
“gives the patient his head” and does not 
disturb him so long as he is going in approxi- 
mately the right direction. 

Procedures in continuing the interview may 
be divided into nonverbal and verbal. Great 
skill is needed to combine these two. Under 
nonverbal procedures may be included vocal 
expressions, such as “Uh-huh,” nodding 
glances, gestures, postural changes, vocal in- 
flection and intonation. Under verbal we might 
include the following: 

(1) Repetition of the patient’s last word, as 
well as repetition of a significant word the 
patient has used; (2) elaboration of the last 
words with a more or less complete statement 
such as, “You said you were. . .,” and leave 
it hanging; and (3) general and specific re- 
quests, as for example, “Tell me more about 
your mother,” or “Describe your headache 
more completely.” 


Ending the Interview 


It is helpful to give the patient advance 
notice of the termination of the interview. He 
may wish to gather his parcels and compose 
himself before leaving. Thus, the doctor re- 
marks, “We will have to finish in a few min- 
utes.” The patient may wish to use this time 
to reapply make-up, to exchange a few pleas- 
antries, or to offer—under great pressure yet 
with the freedom of approaching release— 
some painful fact which he could not tell 
before. 

The doctor should feel it his responsibility 
to tell the patient what he has heard during 
the interview (often quite different from what 
the patient thinks he has told) and what the 
tentative program of investigation or treat- 
ment will be. This means naming and de- 
scribing diagnostic procedures and medicines 
to be used. “Labeling” is one of the impor- 
tant ways of decreasing apprehension. 

Finally, the patient and physician should 
decide when they will meet again. A secretary 
cannot do this half so well for she does not 


196 


know the level of the patient’s anxiety or the 
pace of the work-up examination. 


Summary 


Skillful interviewing requires a blend of 
medical information, knowledge about peo)le, 
and the art of interpersonal relationships. In 
general, the interviewer should present him- 
self as a benign, interested person who is 
neither critical nor laudatory of the patient’s 
behavior and difficulties. He should be suff- 
ciently familiar with approximately what can 
be expected of a person in a certain situation, 
but when in doubt he can use himself as a 
comparison for the patient’s responses. A good 
interviewer has been described as a “tea- 
taster”; he savors the taste of the situation, 
compares it with other things he has tasted, 
and draws his conclusions. His sensitivity 
grows greater with experience. 
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CLINICOPATHOLOGIC 
CONFERENCE 


Report From Veterans Administration Hospital, 


Hines, Illinois 


Report of Case 


@y the morning of March 5, 1955, a 31 year 
old dance instructor awakened with a sudden 
onset of pain in the left periorbital area. The 
pain disappeared during the day, but recur- 
red when he awakened the following morning. 
He was relieved with aspirin and a neck mas- 
sage. At 3:45 p.m. the next afternoon, as he 
was entering a theater, a severe pinprick-type 
pain suddenly developed over his left eye and 
radiated to the left occipital region and the 
posterior neck muscle. He abruptly lost con- 
sciousness for several minutes. After admission 
to a local hospital, he became nauseated and 
vomited and had two more episodes of head 
pain and faintness. A spinal puncture was re- 
ported as containing grossly bloody fluid, and 
a moderate degree of neck rigidity in the pa- 
tient was noted: however. he recovered com- 
pletely within a week. 

On March 12, he was admitted to Hines 
Veterans Administration Hospital. The patient 
was well developed and in apparent good 
health. Nothing of significance was found in 
his past medical or family history, other than 
the recent episodes of headache and loss of 
consciousness. His temperature was 99° F., 
pulse rate 76, respirations 18 per minute, and 
blood pressure 120/68 mm. Hg. He was 6 ft. 
lin. in height and weighed 151 lb. The physi- 
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cal examination, including a careful neuro- 
logic evaluation, was normal except for dimin- 
ished to absent deep tendon reflexes and a 
corneal opacity on the left eye (the latter a 
result of an old injury). 

Laboratory data were as follows: red blood 
cell count 4,900,000, with 15 gm. hemoglobin: 
white blood cell count 6300: urinalysis nor- 
mal; serology not available: bleeding time 1 
minute and 15 seconds, and coagulation time 
4 minutes and 50 seconds. Blood chemistry 
tests showed nonprotein nitrogen 31 mg. per 
cent; total protein 5.8 gm. per cent, with 
serum albumin 3.4 and globulin 2.0. The cere- 
brospinal fluid was xanthochromic, with 20 
white blood cells and 1500 red blood cells: 
differential showed 30 polymorphonuclear cells 
and 70 lymphocytes, and total protein 80 mg. 
per cent. Skull x-rays and an electro-encepha- 
logram were reported as normal. The electro- 
cardiogram was also normal. 

On March 22. a right percutaneous com- 
mon carotid angiography was done; one week 
later the procedure was repeated on the left 
side. The films were seen by the neurosurgical 
consultant, who stated, “The left carotid an- 
giograms reveal a small (5 mm.) berrylike 
aneurysm arising from the suprasellar portion 
of the internal carotid artery, proximal to its 
bifureation and at about the usual site of 
origin of the posterior communicating artery, 
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which is not visualized. The right carotid an- 
giograms show no evidence of abnormalities. 
It is noted that in the anteroposterior views 
the left anterior cerebral and middle cerebral 
arteries are well filled, indicating a satisfac- 
tory collateral circulation to the left cerebral 
hemisphere through the anterior communicat- 
ing artery.” Surgical treatment was advised. 

On April 6, a left subtemporal decompres- 
sion was done. An aneurysm of the left inter- 
nal carotid artery was seen arising proximal 
to its bifurcation and extending posteriorly. 
Bleeding was encountered whenever the aneu- 
rysm and surrounding adhesions were dis- 
turbed. The aneurysm was trapped between 
clips, but the wall of the internal carotid ar- 
tery was torn. Bleeding was controlled at the 
operative site while the common carotid artery 
and then the internal carotid artery were li- 
gated in the neck. The patient never regained 
consciousness following operation, and he 
showed a right hemiplegia. He was intubated 
and placed in a respirator. On April 9 at 11:00 
A.M., he died. An autopsy was performed. 

DR. OSCAR SUGAR“: The first thing to notice 
about the protocol is that the patient being dis- 
cussed was 31 years old. Subarachnoid hem- 
orrhage, which forms the basis of this particu- 
lar discussion, can occur at any age; but, cer- 
tainly, it is most common between the ages of 
30 and 50 when due to aneurysm, and between 
the ages of about 50 and 70 when due to the 
breaking of arteriosclerotic plaques in the 
cerebral vessels. Subarachnoid hemorrhages 
in children are most common when they are 
due to blood dyscrasias such as leukemias, 
lymphomas, and so forth. These are quite 
rare; and, certainly, in this age group of 
around 31 years, aneurysm would be the first 
thing that one would think of in a person hav- 
ing subarachnoid hemorrhage. 

Headache is the most common symptom, as 
it was in this particular patient. Such hemor- 
rhages may occur during any sort of exercise 
or occupation; or, like coronary attacks, they 
may occur while an individual is just sitting 
in a chair. Neck pain is perhaps the second 
most common symptom. The headache and 
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the neck pain frequently are so severe a: to 
prostrate the patient, even though he may aot 
be unconscious. 

As this patient was entering a theate: at 
3:45 p.m. on the third day, following the i wo 
days he had awakened with headache, a severe 
pinpricklike pain developed over the left eye 
and radiated backward. Ordinarily, we think 
that the innervation of the eye and its pain 
receptors comes from the ophthalmic branch 
of the trigeminus nerve, and this is certainly 
true in most instances. However, | would like 
to warn you—not spropos of this case—that 
one can get pain behind the eye from damage 
to the cervical vertebrae as in so-called whip- 
lash injuries of the neck. 

Following this pain which radiated back- 
ward (incidentally, the radiation of pain back- 
ward in a case of subarachnoid bleeding mere- 
ly means that the blood is trickling back in 
that direction, I think), the patient abruptly 
lost consciousness. My esteemed professor, Dr. 
Bailey, has spent a good deal of his life trying 
to figure out where the seat of consciousness 
is. | don’t think that he is willing to tell you 
where it is any more than [ am, but it is cer 
tainly true that one can lose consciousness 
from many regions of the brain. The most 
common place from which one loses conscious- 
ness is from the mesencephalon or midbrain; 
but it can be due to sudden raised intracranial 
pressure just as well, and this probably was 
such a case. 

The patient was taken to a local hospital 
where nausea and vomiting occurred, as they 
do with any severe pain, with meningism. 
meningitis, or any irritation of the posterior 
fossa; and he had two more episodes of simi- 


lar pain and faintness. A spinal puncture was 


reported as containing grossly bloody fluid, 
and he had a neck rigidity. 

The blood pressure was normal. Now I want 
to warn you that in older age groups—patients 
who are between 50 and 70 or who have 
hypertension—episodes of subarachnoid hem- 
orrhage need not necessarily be related to the 
hypertension. Seventy year old patients with 
hypertension and arteriosclerosis bleed into 
their heads. Most of the time, this is caused 
by a ruptured arteriosclerotic plaque; but 
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sometimes it is due to aneurysm. Just because 
a patient has high blood pressure and harden- 
ing of the arteries does not mean that these 
are basically the cause of the bleeding. It was 
not so here, obviously. Results of a careful 
neurologic examination apparently were nor- 
mal. This also is not uncommon. Most of the 
aneurysms of the circle of Willis and else- 
where around the base of the brain lie actually 
in the subarachnoid space. If they bleed with- 
out enlarging, the only thing that happens is 
that the blood is distributed in the subarach- 
noid space. No neurologic findings may be 
noted, although bilateral Babinski signs, as an 
indication of generalized pressure and irrita- 
tion, are quite common. 

I see that considerable attention was given 
to the bleeding mechanism—blood count, co- 
agulation time and bleeding time. This is al- 
ways important, because once in a while one 
will pick up a rare type of purpura which 
causes subarachnoid hemorrhage. | have yet 
to see one, but it is described in the literature. 

The spinal fluid was yellow, with 20 white 
blood cells and 1500 red blood cells. It was 
first bloody and then it was yellow. We are not 
informed whether they spun it down to make 
sure that the red cells were all at the bottom, 
but that does not make any difference. Yel- 
low spinal fluid means leakage of blood pro- 
teins. As far as I’m concerned, this is true in 
cases of tumor as well as those of subarach- 
noid hemorrhage. But with the history of 
severe headaches, stiff neck, bloody spinal 
fluid and yellow fluid, it is clear that, in this 
instance especially, the yellow fluid was due to 
breakdown products from the blood. The 20 
white blood cells may represent a residue of 
the white cells in the blood that leaked; but, 
more commonly, their presence indicates a 
meningeal reaction to irritation of the blood. 

Skull x-rays were normal, which is common 
in patients of this age group who have aneu- 
rysm. If the patient lives to be old enough to 
get calcification in his blood vessels, then 
you may see a rim of calcium in the wall of 
the aneurysm itself, which makes angiography 
unnecessary. This is also uncommon. The 
electro-encephalogram was reported as_nor- 
mal. which is frequently the case in alert 
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patients who have bled and regained con- 
sciousness. It is impossible even to tell from 
electro-encephalography on which side the 
subarachnoid hemorrhage occurred. Often aft- 
er bleeding, a diffuse slowing will take place 
in all leads because of irritation of the blood. 
The electrocardiogram was normal. Conse- 
quently, on March 22, percutaneous common 
carotid angiography was done, and this was 
repeated a week later on the opposite side. 

RADIOLOGIST: The left cerebral angiogram 
shows a rounded collection of opaque material 
just off the internal carotid artery, immedi- 
ately before it bifurcates into the anterior cere- 
bral and the middle cerebral arteries (figure 
1). A lateral view also shows a small projec- 
tion of opaque material (figure 2). This, too, 
probably represents the aneurysm off the in- 
ternal carotid artery just before its bifurcation. 

DR. SUGAR: Statistics collected by neurosur- 
geons vary, but, in my experience at the Uni- 
versity of Illinois, the most common site for 
aneurysm is the one demonstrated here, which 
is located about 1 cm. below the bifurcation 
of the internal carotid artery inside the head, 
at or near the place where the posterior com- 
municating artery comes off. I agree with the 
neurosurgical consultant on the general region 
from which this aneurysm arose. Surgical 
treatment was advised. 

The statistics I have, which, after all, are 
primarily what I can talk about, show that 
with aneurysms such as this one it is much 
safer to tie the carotid artery off in the neck. 
This, I think, also is the consensus of the last 
symposium on this subject, which was held in 
New York a year or so ago. The difficulty with 
trapping aneurysms inside the head is exactly 
that which was encountered. They bleed. When 
an aneurysm bleeds inside the head before 
operation and then stops, clots and adhesions 
form which are exceedingly delicate and bleed 
easily. In an aneurysm, the amount of bleed- 
ing inside the patient’s head usually is not 
very great: the leak is a small one, obviously. 
or the patient would die right away. This leak 
commonly comes from a very small cut at the 
tip of the aneurysm, and it seals over by it- 
self. When, however, the aneurysm is dis- 
turbed mechanically at the time of operation 
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FIGURE 1 (/e/t). Left cerebral angiogram with berrylike projection from the internal carotid artery. 
FIGURE 2 (right). Lateral cerebral angiogram showing berrylike projection from the internal carot- 


id artery. 


(1 speak from unfortunate experience). fre- 
quently the whole aneurysm rips off the base 
of the vessel from which it originates. The 
bleeding then is of bright arterial blood at a 
pressure of at least 120 mm. Hg, if the patient 
is normal and has been given no hypotensive 
agent. This is exceedingly difficult to control. 
and it generally implies some difficulty when 
the patient awakens from the procedure. 

You see that the patient failed to regain 
consciousness and showed a right hemiplegia. 
This indicated, in spite of angiographic evi- 
dence of blood crossing from one hemisphere 
to the other, that clipping the internal carotid 
artery at that time in this patient did not per- 
mit sufficient blood to flow to his left cerebral 
hemisphere; this caused cerebral ischemia and 
the resultant hemiplegia. Usually, a consider- 
able edema of the hemisphere on this side re- 
sults from both ischemia and the trauma and 
manipulation. It is commonly thought that the 
loss of consciousness and death are caused by 
either the edema or temporary hypotension. 

PATHOLOGIST: In the lower pole of the left 
kidney was found a large, irregular, red-based 
depression measuring approximately 2.0 by 
0.4 em., which grossly was compatible with 
an infarct of some weeks’ duration. 

A bone defect over the left parietal area 
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measured approximately 2 by 5 cm. On open- 
ing the skull, areas of recent hemorrhage and 
clot, with some organization apparent grossly, 
were noted. The brain weighed approximately 
1400 gm. The gross impression was that of a 
necrotic left cerebral hemisphere. 

The greater part of the brain in the left 
hemisphere was so necrotic that it crumbled 
away; and, in fixation, there really wasn’t 
enough left to make suitable slides. So we 
took a few areas of surrounding brain tissue 
that were fairly normal and showed at least 
the edge of the necrotic zones. 

A section showed vacuolation with granu- 
larity of the supporting tissue. Some of the 
larger neurons were rounded instead of hav- 
ing concave borders: others were distended. 
undergoing degeneration, and had convex sur- 
faces. In some areas the nuclei were dissolved. 
Recent red blood cell seepage along the edge 
of the extremely necrotic tissue was observed. 

A section taken through the infarct of the 
kidney showed glomeruli with thickened Bow- 
man’s capsules and with complete obliteration 
and fibrosis, indicating that this process was 
quite a bit older than that of the cerebral 
symptomatology and pathology. 

Pathologic findings in this patient were: in- 
tracranial aneurysm with left cerebral infarct 
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due to ligation of the common and the internal 
carotid arteries, bilateral pulmonary edema 
and bronchopneumonia, and a somewhat older 
infarct of the left kidney. 

pr. suGAR: I think I can best start dis- 
cussing what goes on in subarachnoid hemor- 
rhages by bringing up the current and old 
controversy: Does the patient with subarach- 
noid hemorrhage belong to an internist or a 
neurologist, or to a neurosurgeon? 

There are two widely diverse opinions on 
this. One is that patients with subarachnoid 
hemorrhages should be left alone—that the 
proper treatment is complete bed rest for three 
to four weeks and then gradual ambulation 
with restriction of any major activity for at 
least three to six months. Such a patient can 
live the rest of his life with a sword of Damo- 
cles over his head. The other and more radical 
approach is, as you might anticipate, that ev- 
ery patient with subarachnoid hemorrhage 
should have immediate angiography and op- 
eration. As with so many things in this world, 
it is easiest and, perhaps, best to go some- 
where between the two. 

Currently at Albany Medical College, New 
York, workers are attempting to do exactly 
that in the way of radical treatment. A patient 
with subarachnoid hemorrhage is immediately 
refrigerated, and an arteriogram is done; if a 
lesion is found, it is immediately operated on. 
Without selection of patients, it is clear that 
many of them would die with or without opera- 
tion: therefore, it will be a long time before 
a sufficient number of such patients is accumu- 
lated to prove whether or not this exceedingly 
radical procedure is worthwhile. 

I use this procedure: A patient with sub- 
arachnoid hemorrhage is put to bed; a spinal 
puncture is done; then the puncture is re- 
peated until it is clearly evident that bleeding 
has stopped or has at least slowed down. If 
successive samples taken every other day or 
every third day show much less blood or are 
completely clear, the patient has stopped bleed- 
ing; and an arteriogram should be done right 
away. It is implicit in this argument that if 
angiography demonstrates something which 
can be operated on, an operation should be 
done. If it is believed that no operation should 
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be done; then no angiogram should be done, 
because angiography does add some risk other 
than that of moving the patient and it is not 
an innocuous procedure. It is exceedingly un- 
pleasant, for instance, to have the patient 
bleed during the angiographic process. This 
has happened to me only twice in about 300 
aneurysms. I’m sure the patients would have 
bled anyway, but it is difficult to convince the 
relatives of this. The mortality rate from doing 
the angiogram itself in patients with aneu- 
rysms is certainly no more than 1 per cent, 
and that represents a fairly low risk. If the pa- 
tient is not treated surgically at all but he is 
left at bed rest, the mortality rate in the first 
three weeks is about 50 per cent, regardless 
of the cause of bleeding. Of those patients who 
survive the first three weeks (the end of the 
second and third weeks, by the way, certainly 
is the most common time for a second bleed- 
ing to occur), 50 per cent will have bled again 
and have died within six months. Of the rest. 
bleeding and death may occur at any time 
from then on, or never. There is no way of 
telling, after six months, whether the patient 
is going to bleed again or not. 

If you wait, or if a neurosurgeon waits, 
until the end of four weeks to do intracranial 
operations for operable aneurysms, the mor- 
tality rate is about 20 per cent. That is rela- 
tively low. If the operation is done immedi- 
ately, within a day or two, the mortality rate 
from operation is about 50 per cent, which is 
the same as that of patients not treated surgi- 
cally. One has to draw a golden mean some- 
where between rushing in quickly to do an 
operation and choosing the cases properly and 
letting those who are going to die do so. This 
is not easy. Suffice it to say, as far as I’m con- 
cerned, a patient who has regained conscious- 
ness after bleeding should have an arterio- 
gram; and if an operable lesion is found, one 
should operate. 

I should like to discuss some of the lesions 
which may be encountered and should lead to 
considering operation. An arteriovenous mal- 
formation in the right frontal lobe was demon- 
strated in a patient who had bled several times 
and had had severe headaches. In my opinion, 
the lesion was sufficiently far in front of the 
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motor cortex to warrant extirpating it. That 
was done, and the patient is back at work with 
only a mild clumsiness in his left foot. He will 
not bleed again from that one. 

What one does with an aneurysm or a bleed- 
ing source in the head depends on the source 
of the bleeding, and on you and your experi- 
ence. With the present technics of putting the 
patients to sleep and refrigerating them so 
their blood pressure can be put down to the 
level of 60 or 70 mm. Hg—with blood flows 
sufficiently restricted so that if the carotid ar- 
tery is torn, one suction apparatus instead of 
two will be sufficient; and with a change in the 
metabolism of the brain cells so the carotid 
artery may be tied off for a long time or clip- 
ped or occluded temporarily—it certainly has 
become more feasible to operate on these 
huge arteriovenous malformations. It also is 
much more feasible now to operate on those 
we formerly thought were too dangerous. 

I do not know if this particular patient was 
operated on under hypotension or not. It is 
our current practice to do this. Even if re- 
frigeration is not available, we give the pa- 
tients sufficient adrenolytic and sympathico- 
lytic drugs to bring the blood pressure down 
to a level of about 80 mm. Hg, because 80 in 
a normally tensive person is safe. Ordinarily, 
it is not safe to go much below this for more 
than two or three minutes at a time. If you let 
the blood pressure go down to 50 or 60 mm. 
Hg and the patient is not refrigerated. that 
patient will awaken—if he awakens—with a 
considerable neurologic deficit. However, pres- 
sure levels of 50 or 60 are safe if the patient’s 
temperature by rectum is brought down to 
82° or 83° F. 

QUESTION: Do patients with large arterio- 
venous aneurysms have jacksonian seizures? 

pR. SUGAR: Most of these did not. Angi- 
ography was done on them for repeated bleed- 
ing. | have had some, however, who did have 
jacksonian seizures; air study was done in 
many of them, revealing cortical atrophy on 
the side with aneurysm. Because of my inter- 
est in angiography, | have got permission to 
do angiograms on many of these patients: and 
it is astounding how many people having jack- 
sonian seizures, with apparent cortical atrophy, 
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have this atrophy because an arterioveno.is 
malformation on top of the cortex is takiig 
blood away from the cortex. 

QUESTION: In what percentage of cass 
where the internal carotid artery is ligated «\o 
you have a picture similar to that in this cas:? 

DR. SUGAR: If you ligate the internal carotid 
artery with the patient awake, deliberately. 
for an aneurysm, after an angiogram—and 
that’s the way I do it—the incidence of death 
in my experience has been quite low. Spe- 
cifically, of the last 30 such cases that I have 
had, the mortality rate has been zero; the 
hemiplegia rate has been 1. 

The technic is relatively simple. You do 
this operation while the patient is awake. The 
carotid artery is clamped off for half an hour, 
during which time you observe the patient. 
In most patients, if they can survive the clamp- 
ing of the carotid artery for half an hour, al- 
most none of them will get into any trouble. 
Once in a while, at two o’clock in the morning, 
when the patient’s temperature is low and his 
blood pressure has dropped during sleep, an 
infarct will occur from lack of sufficient blood 
pressure. This is obviated either by using a 
clamp which can be opened from the outside 
by a nurse or anyone in one minute or by 
waking the patient every half hour, so his 
blood pressure never has a chance to drop. 
With this technic, for aneurysms at least, liga- 
tion of the internal carotid or the common 
carotid artery—there seems to be no statis- 
tically valid difference between the two—is 
not followed by hemiplegia or infarction in 
any large number of cases. 

The danger comes when you have to do 
this as an emergency measure with a patient 


whose blood pressure has dropped because of 


hemorrhage inside the head. It isn’t really so 
bad, if the blood pressure is normal, to clip 
off intracranially the carotid artery, thereby 
trapping the aneurysm between two clips. 
This is perhaps the oldest technic of treating 
intracranial aneurysms; it was used by Dandy 
and others as far back as 1920. Most patients 
in whom this technic is used, if the blood pres- 
sure is maintained during the operation, will 
wake up without any trouble—but not all of 
them. However, if you must clip off a carotid 


POSTGRADUATE MEDICINE 


/ 
a 


artery in the neck or in the head, while the 
patient is bleeding and with his blood pres- 
sure down to about 50 mm. Hg or to where 
you cannot obtain the blood pressure, you can 
be relatively certain that when the patient 
wakens—if he wakens—there will be complete 
infarction of one hemisphere. 

| stated that angiography is not an innocu- 
ous procedure; and in aneurysm cases—not 
in tumor cases or those of arteriosclerosis— 
the mortality rate probably is as high as 5 per 
cent, because the arteriosclerotic cerebral ar- 
teries and the impaired cerebral circulation in 
such patients do not tolerate very well the ir- 
ritation and changes in vascular endothelium 
caused by contrast materials. That’s a long- 
winded way of saying that if we had a perfect 
dye it would be possible to do angiograms 
without any mortality rate at all. 

THOROTRAST®, which is colloidal thorium 
dioxide, was considered an almost perfect dye. 
However, this is a colloid and is not water- 
miscible; it is radioactive, and it is kept in 
the body and deposited in the reticulo-endo- 
thelial system. When it is extravasated, it 
causes marked fibrosis in the neck and even- 
tual sarcomas in some patients; it has been 
known to cause sarcomas of the liver. Though 
not innocuous, it is the least irritating of all 
products which can be used for cerebral an- 
giography. I prefer it only when an angio- 
gram is essential in an aged or arteriosclerotic 
patient. Otherwise, the iodinated compounds, 
which are generically termed iodopyracet, 
have been used—proprRaAsT®, in the past. and, 
more recently, the tri-iodo complexes such as 
HYPAQUE® sodium, RENOGRAFIN® or UROKON® 
sodium. Of these, certainly, Hypaque and 
Renografin are almost innocuous—not com- 
pletely, but almost so. When injected into the 
carotid artery, they do not cause dilatation of 
the pupils as does Diodrast; nor do they cause 
vascular engorgement or, much more impor- 
tant, the marked drop in blood pressure that 
Diodrast usually does. From 30 to 35 per 
cent Renografin or Hypaque gives adequate 
pictures; 47 or 50 per cent solutions of these 
materials give excellent pictures, but the solu- 
tions are a little more dangerous because of 
the high concentration of dye. These dyes are 
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dangerous not only because they lower blood 
pressure, but also because they irritate the 
endothelium of the capillaries and allow fluid 
to extravasate into the cerebral substance. If 
you inject 15 or 20 ce. of these radiopaque 
materials many times—five, six, seven times— 
in the one side, the capillary endothelium does 
get damaged; the blood-brain barrier disap- 
pears, and the solutions go right out into the 
brain substance. Thus repeated injections can 
make the brain swell. And it is for this reason 
that more and more attention is being given 
now to stereographic apparatus with which 
we can use one, two or, at the most, three 
injections. 

You will notice in this protocol that succes- 
sive injections on the right and on the left 
sides were deliberately spaced about a week 
apart. This was done because of the empiric 
disclosure that if the angiography is going to 
cause trouble, it is much more likely to do so 
if both carotid arteries are injected on the 
same day. Among the reasons for this is that 
an irritated carotid artery will go into spasm. 
We won't go into the question of whether 
spasm occurs intracranially as well; but. cer- 
tainly, if you irritate the carotid artery in the 
neck, it will go into spasm. If, for any reason, 
the circulation inside the head is already im- 
paired and you tie off or, in essence, slow 
down the blood flow on the affected side, you 
will further diminish cerebral circulation. Then 
if you inject on the opposite side and cut down 
its blood flow as well, the circulation is im- 
paired even more; and the patient has much 
less chance for recovery. 

It is sometimes difficult to convince patients 
and, at times, to convince yourself, if you are 
busy, not to go ahead and do both arteries on 
the same day. You can do it—it can be done 
in a large number of cases—but every once in 
a while, the patient wakes up with a hemi- 
plegia. This condition is not always perma- 
nent, by any means—I would say that most of 
the time it is not—but it is a little disconcert- 
ing. If I use this procedure, I tell the patient 
or his family, in advance, that he has a seri- 
ous condition inside his head; I have to find 
out what’s bleeding, and they should not be 
alarmed if he wakes up with a hemiplegia, but 
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the incidence of permanent hemiplegia after 
bilateral carotid angiography certainly is less 
than 5 per cent. 

QUESTION: Is there any contraindication to 
taking repeated spinal fluids? 

DR. SUGAR: [| think not. It was thought that 
aspirating fluid in such patients might pre- 
cipitate bleeding, on the concept that this pro- 
cedure lowered the blood pressure outside 
the aneurysm, which might cause it to distend. 
This is apparently fallacious, because the inci- 
dence of bleeding after repeated spinal punc- 
tures is no greater than it is before them. Cer- 
tainly, repeated spinal punctures have more 
than a diagnostic value. If a patient bleeds a 
large amount into the subarachnoid space 
around the base of the brain, that blood stays 
there and induces fibrosis and adhesions. So 
it is common to find enlarged ventricles in 
patients operated on for intracranial aneu- 
rysms. This slight hydrocephalus is due to 
difficulty in the absorption of spinal fluid 
around the base of the brain, and occasional- 
ly—about once in a hundred patients—re- 
sorption of the fluid is diminished enough to 
cause raised intracranial pressure from inter- 
nal hydrocephalus. So something is to be said 
for doing repeated spinal punctures when they 
contain blood. 

As far as I’m concerned, the saving of lives 
by treating the aneurysms will be in the first 
four weeks—this is the critical time. If we’re 
going to save between 20 and 30 per cent of 
the patients who otherwise would be dead at 
the end of four weeks, they must be treated 
early—a week or 10 days, at the most. 

QUESTION: Do you tie off the carotid ar- 
teries in the neck? 

DR. SUGAR: We tie them off. And once we 
do that, most of us believe there is little point 
in waiting before going into the head. How- 
ever, if we could induce the patients to let us 
do so, the best treatment for the patient prob- 
ably would be to tie off the carotid artery in 
the neck as soon as it was thought safe—in 
four, five or seven days—then to wait a month 
before going inside the head to clip off the 
aneurysm. 

DR. HAROLD voris: After an intracranial 
aneurysm has been visualized and operation 
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decided on, the choice of operative procedu:e 
is both important and difficult. There can ise 
no doubt, as Dr. Sugar has pointed out, that 
carotid ligation in the neck for aneurysms of 
the internal carotid artery itself is a safer pro- 
cedure with lower mortality and morbidity 
rates than intracranial trapping or other pro- 
cedures such as clipping the neck of or resect- 
ing the aneurysm. However, it must not be as- 
sumed that cervical carotid ligation is devoid 
of risk, as it always carries some danger of 
mortality or serious neurologic deficit, even 
when performed with such safeguards as grad- 
ual occlusion for several days with one of the 
clamps devised for this purpose. 

Evidence is not conclusive on the value of 
cervical carotid ligation in preventing future 
hemorrhage from an aneurysm of the intra- 
cranial internal carotid artery. | have had two 
patients who died of subsequent hemorrhage 
from aneurysms treated by cervical carotid 
ligation, and no aneurysm that I have treated 
by intraccanial operation has bled later. 

At the present time, it appears that the ma- 
jority of neurologic surgeons prefer, or at 
least publicly state they prefer, cervical ca- 
rotid ligation for this type of aneurysm. How- 
ever, a number of surgeons (I am included 
in this group) still believe the advantages of 
intracranial trapping outweigh, in suitable 
cases, the added risk. 

Hypotensive anesthesia offers great advan- 
tage in controlling hemorrhage from rupture 
during operation. However, | am convinced 
that a major cerebral vessel should not be oc- 
cluded with the patient in a state of hypoten- 
sion unless the oxygen requirements of the 
cerebral tissue have been lowered by hypo- 
thermia. In retrospect, this patient should 
have been operated on in a state of both hypo- 
tension and hypothermia, although all those 
experienced in the artificial induction and 
maintenance of these conditions are aware of 
the peculiar risks and complications they in- 
volve. The crucial point in this case was the 
tearing of a well-exposed vessel during the ap- 
plication of a clip. This type of technical ac- 
cident has to be accepted as a calculated risk 
by any surgeon who undertakes a procedure 
on a major intracranial artery. 
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The Value of 
Postgraduate Education 


ALTON OCHSNER* 


Ochsner Clinic, New Orleans 


The advances in medi- 
cine in the past 40 
years have been in- 
credible and, | am sure, 
vastly beyond the opti- 
mistic vision of the 
founder members of 
the Confederation of 
County Medical Socie- 
ties of Northern Illinois 
and Southern Wiscon- 
sin. It is inconceivable 
that these men, meeting first on July 6. 1916, 
in Freeport, Illinois, could have dreamed that 
their organization, the parent body of the 
Interstate Postgraduate Medical Association, 
would play such a remarkable role in these 
advances. 


ALTON OCHSNER 


In 1916 little emphasis was placed on post- 
graduate teaching and, when it was employed. 
it was largely to compensate for poor and in- 
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Presidential address presented before the forty-first annual Assembly 
of the Interstate Postgraduate Medical Association at Cleveland. 
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adequate undergraduate teaching. Today, un- 
dergraduate medical teaching is excellent and 
certainly postgraduate medical education is 
not motivated by undergraduate deficiencies. 
Such education, however, is even more neces- 
sary than it was in 1916, because of the many 
and rapid advances that are being made daily 
in medicine. This progress is, in fact, so swift 
that it is impossible for a physician to remain 
stationary. If he does not progress, he re- 
gresses. As stated by Emerson:' “The things 
taught in schools and colleges are not an edu- 
cation, but the means of education,” and, as 
succinctly stated by Brunk:* “The need for 
continuous study by a Doctor of Medicine is 
but one of the penalties of his profession.” 
Brunk further emphasized that if a doctor 
does not keep currently informed of the newer 
advances “at the end of five years he is stale, 
serving medicine which is not up to date: at 
the end of 10 years he is perpetuating a fraud 
on his patients, and at the end of 20 years he 
has made himself a pariah of medicine.” Sir 
William Osler* stated: “Postgraduate educa- 
tion is a habit of mind only to be acquired 
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as are other habits and the slow repetition of 
the practice of looking at everything with an 
inquiring spirit.” 

There are a number of ways in which a phy- 
sician may obtain postgraduate education. His 
daily contacts with his confreres in the hos- 
pital lounges and in the consulting room are 
of importance; hospital staff and local medi- 
cal society meetings are invaluable; diligent 
reading of current medical literature is im- 
perative, but, unfortunately, these are not suf- 
ficient in most instances. Medical society meet- 
ings offer more than do other facets, not only 
because of information acquired by attend- 
ance at these meetings, but also because of 
the stimulus secured as the physician comes 
in contact with the speaker in a way not possi- 
ble through the written word. Sir Heneage 
Ogilvie,’ in discussing the relative values of 
postgraduate medical education obtained from 
journals or books and medical societies, stated: 
“But a medical society supplies something 
different. It fills a spiritual need that is other- 
wise unsatisfied. It offers corporal and intel- 
lectual sustenance of a kind that cannot other- 
wise be obtained.” 

It has been the experience of everyone after 
attending a medical society meeting where a 
well-known authority discussed a subject with 
which he is conversant that hearing him speak 
was of much greater value than reading one of 
his published reports. In fact, after having 
come in contact with the speaker, if only as a 
listener in a large audience, the physician is 
much better able to understand and assimilate 
the material written thereafter by that author- 
ity. Everyone has certain peculiarities and 
idiosyncrasies; and by personal contact with 
leaders in medicine, one is better able to evalu- 
ate their written words. 

The Interstate Postgraduate Medical Asso- 
ciation of North America can be justly proud 
of its contribution to postgraduate training. 
It has been an extremely important instru- 
ment in the dissemination, to practicing physi- 
cians, of information concerning the newer 
advances in medicine. Since its first meeting 
in Freeport on September 26 and 27, 1916, 
40 Assemblies have been held. There is no 
record of the attendance at the first 17 meet- 
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ings from 1916 to 1932, inclusive. Of the »2 
Assemblies held from 1933 to and includiig 
1955 (there was no Assembly in 1945 becau-e 
of the war), there has been a total attendance 
of 53,050 persons, of whom 41,047 were 
physicians (37,872 practicing physicians and 
3.175 interns ). There were an additional 6.657 
medical students, giving a grand total of 47.- 
704 physicians or embryo physicians, which 
represents an average annual attendance of 
2,168. The highest annual attendance of all 
persons was 4,438 and the lowest, 1,166. In 
addition to the physicians, 5,936 nurses, tech- 
nicians and dietitians have attended the 22 
Assemblies since 1933. 

Thus the Interstate Postgraduate Medical 
Association of North America, with its an- 
nual Assemblies, has made a real contribu- 
tion to postgraduate education in the United 
States and has been extremely popular with 
the profession. One who has not been familiar 
with the Assembly programs and the way they 
are conducted might wonder why they have 
been so successful. There are undoubtedly sev- 
eral reasons for this. One is that from the 
outset the Assemblies have been conducted 
in a very efficient and orderly manner. The 
Association was the first, I believe, to empha- 
size the importance of having adequate loud- 
speaker facilities to permit everyone in the 
audience to hear what the speaker has to say, 
regardless of whether he is at the podium or 
at the screen speaking of an illustration. To 
Dr. W. B. Peck, the first president, who from 
1918 until the time of his death on August 
20, 1941, served as managing director, goes 
the credit for the Assembly’s efficient organi- 
zation. The Freeport Journal-Standard on the 
day preceding the first meeting on September 
27 stated: “Dr. W. B. Peck, President of the 
Association, is the busiest man in town as he 
has to oversee every department of the pro- 
gram so that he can see that it is in complete 
readiness for the opening tomorrow.” Dr. 
Langworthy, in his history of the Association 
in 1935, wrote the following concerning Dr. 
Peck and the statement which the Freeport 
Journal-Standard made about him: “Such a 
statement is characteristic of him as even now. 
20 years later, it personifies the Managing 
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Director and his relationship to the Organiza- 
tion not only as head and tail but most of the 
middle.” 

\nother characteristic of the Interstate 
Postgraduate Medical Association is that the 
meeting is run in an extremely punctual man- 
ner. | know of no other medical organization 
in which the papers are given so completely 
on time as they are in this organization, which 
obviously is extremely important for the suc- 
cess of any medical meeting. Nothing is more 
discouraging than to have a speaker far ex- 
ceed his time. Not only are few souls saved 
after the first 20 or 30 minutes, but the speak- 
ers who follow are deprived of their time or 
the program runs far in excess of its schedule, 
either of which is untenable. The success of 
the Assemblies is attested by the fact that the 
conference hall is filled to capacity from early 
morning until late at night and no one plays 
hooky during the sessions. 

In addition to the efficiency of its programs, 
the Interstate Postgraduate Assembly has been 
successful because of the excellence of its pres- 
entations. The program committee has been 
extremely diligent and careful in the choice 
of guest speakers. Each has represented an in- 
dividual who is an eminent authority with the 
possible exception of your incumbent presi- 
dent, who first appeared on the Assembly pro- 
gram in 1931. In addition to the eminence 
of the speakers, the subjects have been well 
chosen to afford a broad survey of current 
medical opinion of real value to each physi- 
cian attending. There is, I believe, no place 
where a better postgraduate course can be 
obtained than at one of the Assemblies of the 
Interstate Postgraduate Medical Association. 

A large number of those attending the As- 
semblies have been physicians in general prac- 
tice, who have represented the backbone of 
medicine for many years and who still repre- 
sent such an enviable and responsible position. 
Although shortly after the last war there was 
a tremendous wave toward specialization, it is 
fortunate that, at the present time, increasing 
numbers of men are planning their training 
to become general practitioners. As Murphy” 
emphasized, the specialty training should not 
be decreased; “however, there must now be 
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added to our postgraduate effort, effective. 
well-organized and well-designed curricula for 
the person who has been called the quarter- 
back of the medical team, namely, the family 
practitioner.” Murphy added: “It is stated 
that between 70 and 80 per cent of the medi- 
cal care provided in this country is delivered 
by the man in general practice and yet, ex- 
clusive of the internship, possibly 70 to 80 
per cent of the graduate effort until recently 
has been focused upon the specialist.” The 
Interstate Postgraduate Medical Assembly has 
been the one organization, until recently, 
which has planned its programs in such a way 
that not only would the specialist benefit from 
attendance, but also in no other place could 
the physician in general practice derive so 
much in so short a time. Dr. George Crile, in 
his foreword to the Proceedings of the Assem- 
bly in 1926, summarized: “The interest in the 
Postgraduate Assembly represents a new de- 
velopment in graduate medical education. In 
its scope, it is similar to the opportunities 
offered by university extension courses, ex- 
cepting that the lectures which in the ordinary 
university extension courses or night school 
would extend over many weeks or even months 
are concentrated in this Assembly in a single 
week. Moreover, in no university course, in- 
deed in no other professional assembly, is so 
great an opportunity offered to any teacher 
to reach so many hearers or to any clinician 
to benefit so many patients as is offered by the 
Postgraduate Assembly.” 

The need for a program of particular worth 
to general practitioners is shown by the fact, 
according to Vollan,° that 63.6 per cent of the 
practicing doctors in the United States are 
general practitioners, of whom 48.7 per cent 
do nothing but general practice and 14.9 per 
cent are part-time specialists. Only 36.4 per 
cent of the practicing physicians are full-time 
specialists. This survey also showed, interest- 
ingly enough, that the percentage of physi- 
cians attending postgraduate courses increased 
with the number of years in practice to a 
peak at 14 to 18 years, following which it 
regrettably declined at the thirty-ninth to 
forty-third years. 

As mentioned previously, the programs of 
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the Assembly are so designed that not only 
can the physician interested in general prac- 
tice receive great benefits, but also the man 
whose field of endeavor is limited to a spe- 
cialty can profit greatly from them. One of 
the greatest dangers of specialization is the 
extreme narrowing of one’s concept and, as 
was once said, “the specialist is one who knows 
more and more about less and less.” Thinking 
only of his specialty and forgetting the patient 
as a whole presents a hazard to the specialist. 
As stated by Jones: “The third danger of 
specialization lies in the ease with which the 
specialist gets out of touch with current 
thoughts and fields other than his own. Unless 
he consciously sets out to keep reasonably up 
to date in general medicine, he will often fail 
to recognize treatable disease in a_ patient 
when ‘that disease is not in his line.’” Thus 
the physician whose work is limited to a spe- 
cialty can derive much benefit from attend- 
ance at an Assembly of the Interstate Post- 
graduate Medical Association. In probably no 
other organization can such a complete kalei- 
doscopic review of recent medical progress be 
obtained so easily. 


The Interstate Postgraduate Medical Asso- 
ciation can be justly proud of its record and 
its accomplishments in advancing medicine in 
the United States. It is indeed a privilege to be 


associated with this organization, and while 
the previous presidents, the list of whom 
sounds like a hall of fame, have brought great 
dignity to the organization, it is the trustees 
and the full-time staff who deserve the credit 
for the success of the organization and Assein- 
bly. The Association has been extremely fortu- 
nate in its choice of managing directors: first, 
Dr. William B. Peck; second, Dr. Arthur G., 
Sullivan, and presently, Dr. Erwin Schmidt. 

Four decades of efficient service can indeed 
be considered an accomplishment, but know- 
ing those who direct the destiny of the Inter- 
state Postgraduate Medical Association as | 
do, I am sure they will consider the past 40 
years of service as a challenge and a stimulus 
to even finer and more vitally contributive 
programs in the future. 
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ditorials 


THE INTRODUCTION OF 
A NEW REMEDY 


Since the enactment of the most recent Pure 
Food and Drug Act, new drugs cannot be in- 
troduced for use before they have been sub- 
jected to chemical, pharmacologic and some 
clinical study. At least their toxicity and harm- 
lessness in ordinary dosage must be estab- 
lished. As a result many leading pharmaceu- 
tical manufacturers have now established 
liaison with various universities, clinics and 
individual practitioners of medicine who un- 
dertake to subject new remedies to sufficient 
clinical trial to determine to some extent their 
efficacy and their safety. In the intense com- 
petition which now prevails, manufacturers 
are inclined in some instances to rush such 
products on the market with the absolute mini- 
mum of study necessary to secure release by 
the governmental agency. 

In addition to the usual methods of secur- 
ing publicity for new drugs by having the 
clinical papers read before county and state 
medical societies and before various national 
organizations, another procedure recently 
adopted is the preparation of a symposium 
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dealing entirely with one drug or with a group 
of preparations. Recently such symposiums 
have been held under the auspices and appar- 
ently with approval of the New York Academy 
of Sciences. The programs of such symposi- 
ums announce plainly the names of the phar- 
maceutical manufacturers who sponsor the 
symposiums and who are often represented on 
the programs. In this connection a notable 
fiasco was the tremendous symposium on the 
bioflavonoids, launched with appropriate pub- 
licity by an advertising agency at the time it 
was held. Even though a Nobel prize winner 
in this field participated in the symposium, 
the results of the so-called scientific study 
were received with great doubt by the major- 
ity of the medical profession; in fact, the 
editor of the New England Journal of Medi- 
cine published an editorial’ expressing his 
apprehension of such communication technics 
in the field of medical science. Little was 
heard of this work thereafter until some prod- 
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ucts were promoted to the medical profession 
primarily with the claim of great benefit in 
cases of capillary fragility. Then came the 
sudden appearance of a nationwide advertis- 
ing campaign in newspapers, magazines and 
on television for bioflavonoids as a specific in 
the treatment of the common cold. In a recent 
issue of the Journal of the American Medi- 
cal Association™’* there appeared two articles 
which represented carefully controlled “dou- 
ble-blind” studies which seemed to have re- 
sulted in completely negative results in the 
use of the bioflavonoids in the treatment of 
the common cold. These articles are discussed 
in the editorial which follows. 

Obviously the submission of manuscripts to 
the editors of scientific medical journals by 
the public relations divisions of advertising 
agencies presents a problem to the editor and 
publisher. In the past, scientists who prepared 
manuscripts on the results of their work sub- 
mitted these directly to the publisher or edi- 
tor who then dealt directly with the investiga- 
tor in determining the need for any further 
research, the necessity for clarifying various 
portions of the manuscript, the handling of 
charts and tables, and other related material. 
Obviously this type of consideration cannot 
be conducted with an advertising agency act- 
ing as “middleman” in the process of scien- 
tific publication. 

Apparently the technic earlier referred to 
in this editorial has become rather well estab- 
lished, since symposiums are now scheduled 
in considerable numbers not only by such 
agencies as the New York Academy of Sci- 
ences but also by foundations established 
under the auspices of pharmaceutical manu- 
facturers and by various universities with 
commercial subsidies. Incidentally the Ciba 
Foundation has a reputation for symposiums, 
held both in Great Britain and in this coun- 
try. which have been notable contributions 
to recording advances in medical science. 

Like many other innovations in the field of 
medicine, this technic for the launching of 
new drugs will no doubt find a level which 
will be acceptable to the medical profession. 
Perhaps the new committee for professional 
editors and authors in the field of medicine, 


210 


established by the American Medical Write. s’ 
Association, will be able to develop a ser es 
of principles which will guide editors in pa-s- 
ing on material which comes to them uncer 


such arrangements. 
MORRIS FISHBEI 
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BIOFLAVONOIDS AND 
THE COMMON COLD 


Some time ago under the auspices of the 
New York Academy of Sciences, which can 
and does arrange symposia for manufacturers 
of pharmaceutical preparations, a session was 
held on the bioflavonoids. These substances 
are derived from the citrus fruits. Among the 
papers presented were several which con- 
cluded, on rather poorly controlled evidence, 
that the bioflavonoids are useful in the treat- 
ment of the common cold, acute follicular ton- 
sillitis and influenza, bringing about a rapid 
subsidence of infection. Similarly, commer- 
cially stimulated research has been carried 
on and recently reported to test the virtues of 
the bioflavonoid compound as a preliminary 
to tonsillectomy, the conclusion being that 
such utilization decreases nosebleed and les- 
sens oozing after tonsillectomy and various 
intranasal operations. 


Shortly after the New York Academy of 


Sciences symposium, a tremendous advertising 


campaign broke in the press for a product 
called Citroids with alleged virtues in over- 
coming the common cold. The so-called citrus 
bioflavonoids were also included in various 
remedies to be prescribed by physicians. 
Doctors are, of course, aware of the in- 
numerable remedies that have been offered 
for the common cold over the centuries, vary- 
ing from performances based on magic and 
superstition to highly complex vaccines and 
antiseptics, antibiotics and antihistaminics. 
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The evaluation of remedies is difficult for sev- 
eral reasons: The common cold may involve 
infection with a variety of viruses and bac- 
terial organisms; such infections are almost 
universal; the common cold tends to be self- 
limited, and relief is often obtained through a 
variety of antipyretics, analgesics and similar 
remedies. 

In an attempt to conduct a controlled ex- 
periment which would determine the useful- 
ness of bioflavonoids and ascorbic acid in the 
treatment of the common cold, Drs. Henry 
Tebrock, Joseph J. Arminio and John Howard 
Johnston’ made a study comparing the use of 
these materials with other commonly used 
remedies. The trials were conducted on peo- 
ple in outpatient industrial clinics and stu- 
dents in colleges and other educational insti- 
tutions. Almost 2000 persons with acute upper 
respiratory infections were used in the study. 
The investigation was actually a controlled 
double-blind trial. In their report in the Jour- 
nal of the American Medical Association, the 
investigators say, “No appreciable effects were 
observed after three days from the drugs, 
either singly or in combination, on subjective 
or objective improvement, disappearance of 
running nose, sneezing, cough, hoarseness, 
malaise, headache, postnasal drip or sore 
throat, decrease in nasal secretions or obstruc- 
tion or pharyngitis, or in time lost from work. 
The inescapable conclusion is that neither of 
these drugs in the dosage given has any sig- 
nificant effect in altering the course of the 
common cold.” 

Another study,” published in the same issue 
of the J.A.M.A., was made in the Dartmouth 
Medical School and the Hitchcock Founda- 
tion in Hanover, New Hampshire. Here Drs. 
Warren L. Franz, G. W. Sands and Henry L. 
Heyl utilized 89 volunteer medical students 
and student nurses in their study. They con- 
cluded, “The administration of a bioflavonoid 
had no effect on the incidence or cure of colds 
nor on the vitamin C level of the blood; the 
administration of vitamin C had no effect on 
the incidence of colds; it seemed, however, to 
be associated with more rapid recovery: fe- 
males had consistently higher blood vitamin 
C levels than males.” 
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Thus another commercial venture into the 
highly profitable market of cold remedies is 
shown to be without any scientific basis. The 
bubble will burst and the market will then 


be ready for the next similar venture. 
MORRIS FISHBEIN 
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THE PICTURE OF SENESCENCE 


Iv a symposium before the American Geri- 
atric Society, Dr. E. B. Allen’ of the Mayo 
Clinic, who acted as moderator, presented a 
sympathetic and thoroughly intelligible pic- 
ture of the older person undergoing involu- 
tion which deserves to be kept in mind by all 
those who come in contact with such persons 
either as patients or in their own homes: 


The person passing through this involution- 
al period becomes more jealous of his earthly 
possessions and aware of the integrity of his 
body. As he becomes more conscious of self. 
he is frequently less conscious and less con- 
cerned about others. He begins to appreciate 
and to fear that he is aging. He resents the 
inevitableness of change. He speculates on 
how many years of life are left to him. He 
faces the future with mixed feelings. He is 
now forced to alter his philosophy and his 
former conditioned pattern of response. 

If he becomes appreciably apprehensive or 
disturbed, his personality disorder is usually 
emotional and depressive in character rather 
than schizophrenic. He may distort reality 
and exaggerate his inadequacies, but he does 
not replace his environment entirely with one 
of his own fantasies. 

These instinctive problems are closely inter- 
woven with the emotional responses of per- 
sonality. It is through these emotional re- 
sponses that behavior is influenced. It betrays 
how successfully an individual is reacting to 
the aging process. 

Generally, the first indication of senescence 
occurs between 50 and 60 years of age. The 
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aging individual awakens suddenly to an ex- 
traneous stimulus in the early hours of the 
morning when things are quiet. He reflects 
on recent experiences and recalls that he is 
growing old. A sequence of events has trans- 
spired to promote this. 

He appreciates that he fatigues more easily. 
He is more exhausted after a hard day’s work. 
When he stays out late at night, he feels it 
more the next day and is less efficient. A 
younger man has passed him on the stairs. 
When hustling for a train or other means of 
conveyance, he breathes rapidly for some 
moments after he has reached it. 

When his wife asks him to accept an invita- 
tion to dinner or to go to the movies after he 
arrives home for the evening, he is irked. He 
thinks how much more comfortable it would 
be to doze over his newspaper before the fire 
in dressing gown and slippers. 

Recently, the barber told him he was get- 
ting thin over the temples and more gray over 
the ears. His bushy eyebrows were trimmed 
and protruding hairs were snipped from his 
nostrils and ears. As he left, he was helped 
with his coat. 

Walking on the street with his son, the lat- 
ter observed him glancing at an attractively 
dressed young woman and cautioned, “Why 
don’t you be your age; you are getting too old 
for such things, Dad.” 

He overhears children playing on the street 
and warning one another not to bump into 
the old fellow. Of late years, he has had to 
have his glasses changed in order to enjoy the 
movies. At the theater, he has had to obtain 
seats in the front row of the orchestra in order 
to hear the dialogue and catch the significance 
of the risqué jokes. 

The dentist has advised the removal of his 
remaining pivot teeth and decayed molars. A 
complete set of dentures would be more com- 
fortable and remove the chance that a latent 
infection is the cause of the recent pains in 
his shoulders or knees. 

The tailor notices that his girth has in- 
creased and suggests size 42 instead of 40. A 
physician has recommended a gastrointestinal 
x-ray series for the increasing constipation, or 
has referred him to a dermatologist for that 
small dry area on his forehead that persists 
in scaling and remaining moist. 

More important than all these, when the 
physician took his blood pressure, he was told 
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that he must reduce his diet. take things eas:er 
and, above all, not worry... . 

The initial complaint indicating senesce:.ce 
is that of fatigue: an inability to function as 
efficiently or as rapidly as before soon follows, 
It takes the older person longer to recuperate 
than when he was younger. 


As he concluded this portrait, Dr. Alien 
said that he had presented the emotional pic- 
ture to give his audience some understanding 
of the way an older person feels and of whiat 
goes on in his mind when he sees a physician. 

With the rapid accumulation of older peo- 
ple in our society, more and more of those 
who are younger and middle-aged also will 
have to be aware of the problems created by 
the involutional state. An understanding of 
these problems and a sympathetic humani- 
tarianism will make easier not only the lives 
of parents and grandparents but also the lives 
of the children and the medical attendants 


who care for older people. 
MORRIS FISHBEIN 
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SURGICAL PHILOSOPHY 


Aone the types of medical writing most 
lacking in American medical publications are 
philosophical essays on various phases of 
medical science, such as are seen with more 
frequency in British, French and German 
medical periodicals. The Journal of the Ameri- 
can Medical Association frequently publishes 


‘the addresses of the chairmen of its scientific 


sections and of the president of the Associa- 
tion, but even these addresses have tended of 
late toward recapitulating factual data with- 
out any attempt to divorce from these data 
new concepts of thought. Especially striking. 
therefore, are three addresses delivered during 
recent months by leading American surgeons 
before various organizations. 

In one address titled “Reflections of a sur- 
geon,” given at the dedication of the Ethicon 


Laboratories, Dr. I. S. Ravdin, John Rhea 


POSTGRADUATE MEDICINE 


: 
; 
a 
“4 
7 


Barton Professor of Surgery at the University 
of Pennsylvania, traced the development of 
the surgical industry coincidentally with the 
evolution of surgery itself. He gave credit to 
Halsted as the surgeon who established sur- 
gery as a respectable, disciplined branch of 
learning. Halsted had to convince his col- 
leagues that the operation was not the begin- 
ning and the end of surgical endeavor. Ravdin 
believes that the current trend to early spe- 
cialization in branches of surgery has seri- 
ous drawbacks and that medicine must resist 
strongly the imposition of any system that fails 
to provide a broad background in general sur- 
gery. He sees the need to encourage talented 
men to devote a major portion of their time 
to research or creative work. 

The decline of ward beds is an important 
factor in diminishing the quality of surgical 
training. Ravdin says: 


The number of ward beds has been declin- 
ing in both community and university hos- 
pitals and gives every indication of declining 
still further unless something is done to halt 
the trend. With the great growth of insurance 
plans, the medical care plans of the labor 
unions, and the upswing of economic condi- 
tions in general, more people are demanding 
private and semiprivate accommodations and 
the choice of their own physician and surgeon. 
All too frequently patients are encouraged in 
these requests by the hospital so as to profit 
from the use of private accommodations, and 
the staff doctors who are interested in the pri- 
vate fees. A united stand on the part of the 
medical community would do much to relieve 
the situation and would convince the insur- 
ance profession of the importance of not push- 
ing surgery back to the preceptorship system. 
If the declining trend in ward beds is not 
halted, it may be that the only true residency 
programs left after a time will be in military 
service hospitals or veterans hospitals. 

Residents can never be given full responsi- 
bility for operations on private patients or the 
system will degenerate into something little 
better than the “ghost surgery” we are now 
fighting. The entire matter now poses a serious 
dilemma for us. We must constantly keep be- 
fore us that we are not trying to teach young 
men merely how to perform an operation, but 
to select the proper operation, and the proper 
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time, or to reject operation altogether. These 
are the very things we are most anxious to 
permit those young men whose education is 
entrusted to us to exercise their judgment in. 
The solution is probably not impossible but it 
is difficult. We should make a determined ef- 
fort to find a solution which will not involve 
the sacrifice of the basic responsibility for the 
patient’s welfare, which is such a vital part of 
the best in residency training. 


The presidential address of Dr. Alfred 
Blalock,’ before the American Surgical Asso- 
ciation, dealt with “The nature of discovery.” 
Blalock called attention to Claude Bernard’s 
emphasis on the idea as the real discovery: 
“The idea is the seed; the method is the earth 
furnishing the conditions in which it may de- 
velop, flourish and give the best of fruit ac- 
cording to its nature. But as only what has 
been sown in the ground will ever grow in it, 
so nothing will be developed by the experi- 
mental method except the ideas submitted to 
it.” The distinguished surgeon then traced the 
origin and growth of our knowledge of elec- 
trical phenomena, smallpox vaccination, im- 
munization, the roentgen ray, cholecystogra- 
phy, the use of rubber gloves in surgery, and 
others which came by chance. Contrasting 
with these are discoveries by design or inten- 
tion such as the work of Lister, Paul Ehrlich, 
Minot, Edwin Cohn and Wangensteen. Drag- 
stedt’s investigations on peptic ulcer, Huggins’ 
study of glandular control of prostatic cancer, 
Hench’s development of cortisone, and Enders’ 
tissue cultures almost represent research by 
design. Next listed are discoveries by intui- 
tion, imagination or hunch, which include 
Claude Bernard’s hunch that sugar is pro- 
duced in the body, Otto Léwi’s studies on 
transmission of the nervous impulse, and Ban- 
ting’s discovery of insulin. His analysis led 
Dr. Blalock to place first among the requisites 
of an investigator the willingness and the de- 
sire to work. “Whether by accident, design or 
hunch,” he says, “the diligent investigator has 
a fair chance of making an important dis- 
covery. If he is unwilling to take this chance, 
he should avoid this type of work as well as 
horse races, the stock market and Las Vegas.” 
As president of the Interstate Postgraduate 
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Medical Association, Dr. Alton Ochsner elected 
to speak of “The value of postgraduate educa- 
tion.” Obviously many roads may be traveled 
in the desire to keep abreast of advancement 
in medical science. Both Ochsner and Ogilvie 
have emphasized the special place of the medi- 
cal meeting as a source of information and in- 
spiration. The Interstate Postgraduate Medi- 
cal Association, he emphasized, has held some 
40 assemblies attended by many thousands of 
physicians, medical students, nurses and medi- 
cal technicians. He analyzed the factors re- 
sponsible for the success of the Association, 
noting particularly the attention to detail in- 
volved in bringing the teacher to the listener. 
The programs have included excellent presen- 
tations by speakers of repute with subjects 
chosen especially for the interest of the gen- 
eral practitioner. 

Thus, three surgeons in addresses which did 
not involve case reports, laboratory research 
or statistics voiced their thoughts on investi- 
gation, discovery and education. Medicine 
needs more addresses concerned with its moti- 


vations, its foundations and its progress. 
MORRIS FISHBEIN 
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“THE HAPPY LIFE OF A DOCTOR” 


Unper this title, Dr. Roger I. Lee,' one of 
the most distinguished of American physi- 
cians, has ventured an autobiography as he 
passes the age of 70 and rounds out 50 years 
of medical practice. These 50 years were not 
only years of practice, however, but simulta- 
neously years of leadership. His positions have 
included the presidency of the American Medi- 


cal Association and of the American Colle e 
of Physicians, membership in the Harva:d 
Corporation, and a professorship for mavy 
years in the Harvard School of Public Heaiih 
which he founded. He served notably in Worid 
War | as a member of the famous Harvard 
Unit and contributed invaluable advice 
through membership in many important or- 
ganizations in World War II. His career 
brought him into intimate contact with many 
of the most notable men of our time, includ- 
ing four presidents of Harvard, the famous 
painter John Sargent, Alexander Fleming, 
Walt Disney and Winston Churchill, as well 
as such great physicians as William Osler and 
Harvey Cushing. His teachers included the 
Shattucks and all the notables of New Eng- 
land from 1900 to the present. 

The story of his formative years and of his 
medical interests, the opinions he gives of 
some of the great advances in medicine and 
their reception by the medical profession, his 
views on such matters as the x-ray, overweight. 
rheumatoid arthritis and coronary thrombosis 
are all worthy of consideration. He seems to 
have been always iconoclastic of mind and 
conservative in action. | sat with him on a 
committee in Washington for three days under 
the leadership of Dean Acheson helping to 
prepare a proposed charter for the World 
Health Organization. Dr. Lee is a man full of 
sly humor, impatient of sham, direct in ex- 
pression and, above all, a physician of great 
culture. 

All physicians will derive both pleasure and 
profit from reading his autobiography. | can 
only wish it could have had an index! 

MORRIS FISHBEIN 
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1. Lee, R. f.: The Happy Life of a Doctor. Boston, Little, Brown 
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relieves upper G. I. pain= spasm 


usually in 1© minutes 


visceral eutonic 


PLAIN AND WITH PHENOBARBITAL 


normalizes visceral tone and motility 
does not interfere with digestive secretions 
avoids “antispasmodic” side effects 
prescribed q.i.d. for gastroduodenal and biliary spasm, cardiospasm, 
pylorospasm, biliary dyskinesia, gastric neurosis and irritability 
DACTIL is the only brand of N-ethyl-3-piperidyl diphenylacetate hydrochloride. 
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AN IMPORTANT CLINICAL CONSIDERATION: 


the rising incidence of moniliasis since the introduction 
of broad spectrum antibiotics 


EXAMPLE: Candida albicans (monilia) as a cause of vaginitis’ 


Trichomonas Monilia Trichomonas Monilia 


The use of any antibiotic may cause the troublesome and potentially serious 
complication of monilial superinfection by suppressing the bacterial flora of the 
intestinal tract and allowing monilia to proliferate. 


“Even one day of therapy may be sufficient to provoke an unfavorable chain of 
events and this fact should be kept in mind whenever a patient is to receive an oral . 
antibiotic for even a minimal period of time.”” 


Mysteclin provides well tolerated therapy for the common respiratory, | 

intestinal and genitourinary infections which respond to tetracycline and ai 

same time protects the patient against the monitial overgrowth so often assodage 
the use of broad spectrum antibiotics, 


References: a 

1. Lee, A. E, and Keifer, W. S.: Northwest Med. 
53:1227, 1954. 2. Pace, H. R., and Schantz, S. L: ‘oss 
JAMA, 162:268, 1956. 3. Metzger, W. et al: SQUIBB Squibb Quality—the mee 


Paper presented at 4th Annual Symposium on Anti- 


Diotics, Washington, D.C., Oct. 17, 1956. 
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« patients requiring high or prolonged antibiotic dosage 
infants—particularly prematures 


« patients receiving concomitant cortisone or related 
steroid therapy 


e diabetic patients 


“« patients who have developed a monilial complication 
on previous broad spectrum therapy 


women—particularly during pregnancy 


ase the danger of monilial superinfection is greatest in these patients 


Cup: ules: 250 mg. Steclin (Squibb Tetracycline) Hydrochloride and 250,000 units Mycostatin 
pitibb Nystatin), bottles of 16 and 100. 
pteclin Half Strength Capsules: 125 mg. Steclin (Squibb Tetracycline) Hydrochloride and 125,000 units 
pyeostatin Squibb Nystatin), bottles of 16 and 100. 
B sieciin Sus nsion: fruit-lavored oil suspension containing the equivalent of 125 mg. Steelin (Squibb 
k yi and 125,000 units Mycostatin (Squibb Nystatin) per 5 cc., two-ounce bottles. 


ihe 


MYSTECLIN IS PARTICULARLY INDICATED IN: 
ilitated or elderly pati 
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invitation to asthma? 


not necessarily . 


Tedral, taken at the first sign of attack, often 
forestalls severe symptoms. 


relief in minutes ... Tedral brings symp- 
tomatic relief in a matter of minutes. Breathing 
becomes easier as Tedral relaxes smooth muscle, 
reduces tissue edema, provides mild sedation. 


for 4 full hours... Tedral maintains more 
normal respiration for a sustained period—not 


just a momentary pause in the attack. 


Tedral provides: 


in boxes of 24,120 and 1000 tablets 


Tedral 


WARNER-CHILCOTT 
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ACETAZOLAMIDE LEDERLE 


non-mercurial diuretic 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 


A single daily tablet of DiamMox con- 
trols the edema frequently associated with 
premenstrual tension. Tangible relief of 
such symptoms as pelvic engorgement, 
tightness of skin and head-heaviness pro- 
duces marked improvement of physical 
and emotional well-being in these patients. 

DtaMox — a versatile, well-tolerated 
drug — is highly effective not only in the 
mobilization of edema fluid but in the 
prevention of fluid accumulation as well. 
A single oral dose is active for 6 to 12 
hours, offering convenient daytime diu- 
resis and nighttime rest. Excretion by the 
kidney is usually complete within 12 hours 
with no cumulative effects. 

For premenstrual tension, prescribe a 
simple regimen of DiaMox: | tablet daily, 
beginning 5 to 10 days before menstrua- 
tion, or at the onset of symptoms. 

Supplied: Scored tablets of 250 mg. 
(Also in ampuls of 500 mg. for parenteral 
use. ) 

*Reg. U.S. Pat. Off. 
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© BLEEKER PHASE CONTRAST MICROSCOPE 


pEscriIpTION: A lightweight precision instrument 
featuring high rigidity and smooth fine focusing. 
Drum is adjusted in 50 parts, each corresponding 
to a stage shift of only one micron. A_ built-in 
stop protects microslides; high-powered objec- 
tives are completely dustproof. The microscope 
may be used with or without phase contrast and 
is available in either monocular or binocular 
models. Accessories include a complete set of 
standard achromatic or apochromatic objectives 
(2X-90X) and huygenian or normal types (5X- 
28X). Polarizing equipment also can be added. 
propucerR: Karl Heitz, Inc., New York. 


DEXAZYME® 


puRPOSE: Antidepressant. 

A balanced combination of pen- 
tylenetetrazole, d-amphetamine, niacin vita- 
mins B and C. 

DOSAGE AND ADMINISTRATION: 1 or 2 capsules 
three times a day, at mealtime. 

rpropucek: Gray Pharmaceutical Co., Inc., New- 
ton, Mass. 


jor your 


armamentarium 


Information published in this department 
is supplied by the manufacturers of the 
products described. - 


AZODETTES 


purpose: Antibacterial-analgesic in treatment of 
urinary tract infection. 
coMposiItTIoN: Each tablet contains: 


Sulfacetimide ..... 125 mg. 
Sulfadiazine ............. ..125 mg. 
Phenylazo-diaminopyridine ........... 50mg. 


DESCRIPTION: Provides high urinary concentrations 
of two major urinary tract antibacterial sulfona- 
mides, with little possibility of crystalluria and 
renal blocking. 

INDICATIONS FOR USE: Pain or discomfort as- 
sociated with urinary tract infections; cystitis, 
prostatitis and urethritis caused by amenable or- 
ganisms; pyelonephritis, epididymitis, ureteritis, 
trigonitis, and following urologic surgery and 
diagnostic instrumentation. 

DOSAGE AND ADMINISTRATION: Suggested adult dos- 
age is 2 tablets four times daily, or as directed, 
after meals and at bedtime. Supplement medica- 
tion with high fluid intake. Continue therapy for 
several days after infection has cleared. 

HOW supPLiED: Bottles of 100 and 500. 
propucerR: The Paul Plessner Company, Detroit. 


TETREX® 


PURPOSE: Broad-spectrum antibiotic. 

coMposiTION: Each capsule is equivalent to 250 

mg. tetracycline hydrochloric acid. 

DEscRIPTION: significantly efficient broad-spec- 

trum compound (tetracycline phosphate complex) 

which provides doubly high blood levels within 

one to three hours after administration. 

How supPLiED: Bottles of 16 and 100. 

propucek: Bristol Laboratories, Syracuse. 
(Continued on page A-88) 
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©1930 Mead Johnson & Co. 


Newest Pablum Cereal 
is 35% Protein 


Pablum High Protein Cereal is derived from soy beans, 
oats, wheat and dried yeast. This new cereal food contains 
a level of active assimilable protein, 35%, much higher than 
that commonly present in cereal grains. It helps to keep 
baby trim. It satisfies baby’s hunger over longer periods of 
time than even foods rich in carbohydrate. 

Like all Pablum Cereals, Pablum High Protein Cereal 
is made by nutritional and pharmaceutical specialists. 


You can specify (GJN:TRUL)) with confidence! 
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CAPSTAN “SPOKED” NUT 


PURPOSE: Facilitates use of Plymale Magnetic Cas- 
sette Holder. 

DESCRIPTION: Designed with projecting spokes for 
maximum leverage, the spoked nut instantly locks 
into position to hold a cassette in any desired 
angle and assure clear pictures. Reduces setup 
time and increases the safety factor of the mag- 
netic holder. Eliminates sandbagging, holding by 
hand, and danger of radiation burns to personnel. 
An easy counterclockwise turn instantly loosens 
the holder. Use of the spoked nut permits the 
magnetic holder to be of greater importance in 
the operating room, for emergencies, and for pa- 
tients in hospital beds or on stretchers. 
propucer: Enco Manufacturing Company, Chicago. 


HESPER-C PRENATAL 


Nutritional supplement for capillary 
fragility in pregnancy. 
coMpPosiITION: Each capsule contains: 


Hesperidin complex 100 mg. 
Ascorbic acid 100 mg. 
Vitamin A acetate 1000 U.s.P. units 
Vitamin 200 v.s.P. units 
Thiamine mononitrate 1.25 mg. 
Riboflavin 0.75 mg. 
Nicotinamide 5.0 mg. 
Vitamin Bu 0.75 ug. 
Folic acid 0.05 mg. 
Pyridoxine hydrochloride (B,) 1.67 mg. 
Calcium pantothenate 1.0 mg. 
Ferrous gluconate (2.5 mg. 

iron) .... 21.6 mg. 
Calcium carbonate (83.3 mg. 

calcium) 208.25 mg. 
Copper sulfate (0.5 mg. 

copper) . 2.0 mg. 
Potassium iodide (0.05 mg. 

iodine) 0.065 mg. 


DOSAGE AND ADMINISTRATION: 2 capsules three 
times daily, or as prescribed. 

HOW SUPPLIED: Bottles of 100 and 500.., 
propucer: National Drug Company, Philadelphia. 


© T.H. & M. SYRUP 


PURPOSE: Cough relief. 

coMposITION: Each teaspoonful (5 cc.) of the 
maple-flavored suspension contains 10 mg. dextro- 
methorphan hydrobromide and 85 mg. terpin 
hydrate. 

DESCRIPTION: Non-narcotic, nonalcoholic syrup 
which dulls the cough reflex, modifies and assists 
in elimination of secretion, and sooths inflamed 
surfaces. 

INDICATIONS FOR USE: Cough associated with the 
common cold, laryngitis, tracheitis and bronchitis. 
DOSAGE AND ADMINISTRATION: Adults, 1 to 2 tea- 
spoonfuls one to four times daily; children (4 to 
12 years), % to 1 teaspoonful, not to exceed 4 
teaspoonfuls daily; children (2 to 4 years), %4 to 
14 teaspoonful, not to exceed 2 teaspoonfuls daily. 
HOW SUPPLIED: Pint bottles. 

PRODUCER: The Upjohn Company, Kalamazoo, Mich. 


® ELECTRONIC PYROGEN-TESTING EQUIPMENT 


DESCRIPTION: Apparatus provides automatic and 
continual recording of body temperatures of up 
to 24 rabbits at one time by using a 90 degree 
segment of a 12 in. circular chart for each group 
of six. Product to be tested is warmed to 37° C. 
and injected into the ear vein of specially pre- 
pared rabbits placed in stocks. An all-metal re- 
sistance bulb thermometer is inserted into the 
animal’s rectum, where it remains for the dura- 
tion of the test. Each thermometer is connected 
to the recording device which samples each rab- 
bit’s body temperature every two minutes. Tem- 
peratures are recorded by the turret-head pen in 
six different colors. Evidence of pyrogenic reac- 
tions can be observed as soon as they occur and 
retests of questionable samples can be made with- 
out delay. As animals reach the end of the test 
period, they can be replaced so the testing process 
proceeds continuously. For taking the temperature 
of individual animals, the Fielden system employs 
a resistance-type thermometer, which contains a 
platinum sensing element, 4% in. in diameter and 
3% in. long. A flexible rubber-encased two-wire 
lead connects this thermometer to the recording 
instrument. 

propucer: Fielden Instrument Division of Robert- 
shaw-Fulton Controls Company, Philadelphia. 

(Continued on page A-89) 
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for the patient with seborrheic dermatitis of the scalp 


SELSUN 


Pleasant, simple-to-use Selsun brings quick, 
welcome relief to scalp-sufferers. The first few 
applications control itching, burning symp- 
toms. And Selsun stops scaling in 81-87% of 
seborrheic dermatitis, 92-95% of all com- , 
mon dandruff cases. f 


Then each Selsun application keeps the 
scalp healthy up to four weeks. Directions ac- 
company each 4-fluidounce plastic bottle of 


®Selenium Sulfide, Abbott 


rE 


Selsun. Sold only on physician’s prescription si 
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NUDGES YOUR PATIENT TO SLEEP 


No abrupt onset with Placidyl: sleep comes gently, 
imperceptibly. Worries of the day vanish . . . the mind 
stops its busy spinning . . . and within the hour your 


patient is sleeping like a kitten. Nonbarbiturate. 


100-mg., 200-mg., and 500-mg. capsules, bottles of 100 Obbott 


Do you want the literature? Write t Profe sstonal Services, Abbott Laboratories, North Chi ago, Illinois 


NOW AVAILABLE FOR 
DAYTIME TRANQUILIZATION 
AND SEDATION 


Placidyl 


(ETHCHLORVYNOL, ABBOTT) 


100-mg. and 200-mg. capsules 


Q. In what ways can I use these new 
sizes of Placidyl? 

A. With them you can now produce any 
degree of effect from tranquilization, 
through sedation, to hypnosis. 


Q. What are the indications? 


A. Placidyl is indicated in cases of 
nervous or muscular tension, mild 
anxiety or excitement, and in simple 
insomnia resulting from these 
conditions. 


Q. Does Placidyl provide muscle relaxation? 

A. Yes, it possesses mild muscle relaxant 
properties which provide added 
advantage in tension states. 


Q. Does Placidyl sedation hinder the 
patient’s work? 

A. No. Investigators have agreed that 
by selecting a suitable dose, 
tranquilization can be achieved 
without any confusion or loss of 
contact with surroundings. 


Q. What daytime dosage is recommended? 


Adult dose ranges from 100 mg., 
b.i.d., to 200 mg., t.i.d., depending 
on patient’s condition and response. 


> 


Q. Are the new dosage sizes useful for 
insomnia, too? 

A. Yes. 500 mg. remains the average 
hypnotic dose; but if your patient 
also is taking Placidyl by day, 100 
or 200 mg. at bedtime is usually 
enough to stop insomnia. 


Q. Is Placidyl sold under other trade 
names? 


A. No. It is a mild, halogenated 
carbinol, structurally unique, made 
only by Abbott. Supplied in 100-mg., 
200-mg., and 500-mg. 
capsules, bottles of 100. 
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@ SMALL-FILM CHEST X-RAY MACHINE 


DESCRIPTION: Camera portion of the unit, devel- 
oped by Fairchild Camera and Instrument Corp. 
in cooperation with the N. V. Optische Industrie 
(Odelea) of the Netherlands, features the Bouwers 
concentric mirror optical system which surpasses 
the light-gathering capacity of conventional lens. 
This produces a sharp, clear image and makes 
possible a 70 to 75 per cent reduction in x-ray 
exposure of the patient. The x-ray film is placed 
between the fluorescent screen and the mirror 
lens. The image travels first through the camera, 
passing the film on all sides, and strikes the 
curved precision mirror at the rear, where the 
light is gathered and focused sharply and _ re- 
flected back on the film. Film 4 by 4 in. or 70 
mm. is used. The camera can be adapted to serial 
film work and one to six frames per second can 
be taken in studies of the lungs and other internal 
organs. The smaller current and shorter exposure 
time required to produce a diagnostic image on 
the film conserves the life of the x-ray tube. 
propucer: General Electric Co. X-ray Depart- 
ment, Milwaukee. 


© CANTIL® 


purpose: Anticholinergic action on colon. 
COMPOSITION: Each tablet contains 25 mg. 
N-methyl-3-piperidyl-diphenylglycolate methobro- 
mide. Also available in combination with 16 mg. 
phenobarbital. 
DESCRIPTION: Relieves pain, cramps and bloating 
and curbs diarrhea in functional and organic 
colon disorders. Helps restore normal tone and 
motility to the colon by relaxing hypermotility 
and spasm. Unusually free of antispasmodic side 
effects such as urinary retention, dry mouth and 
blurred vision. 
INDICATIONS FOR USE: Ulcerative, mucous and 
spastic colitis, diverticulitis, rectospasm and diar- 
rhea following gastrointestinal surgery or during 
bacillar and parasitic infections. 
DOSAGE AND ADMINISTRATION: 1 or 2 tablets three 
times daily with meals and at bedtime. 
HOW supPLIED: Bottles of 100. 
propucer: Lakeside Laboratories, Milwaukee. 
(Continued on page A-90) 
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New for Your Armamentarium 


IN-BED SCALE 


PURPOSE: For weighing bedridden patients within 
confines of the bed. 

DESCRIPTION: Unit occupies less than 2 by 3 ft. 
of floer space, is adjustable to various bed heights, 
and requires no lifting of the patient. Usually, 
only one attendant is needed. Scale is rolled to 
bedside, the weigh-board lowered to the mattress 
and locked. After placing the patient on the 
board, the operator raises the board to clear the 
mattress, and the patient is weighed alone, thus 
eliminating calculations and deductions. Weigh- 
board is then lowered to mattress, patient re- 
moved, and the scale withdrawn. 

propucer: Distributed by Acme Scale Company, 
Oakland, Calif. 


© VITAMIN B,. GEL INJECTION 


PURPOSE: Treatment of anemias. 

composition: Each cubic centimeter contains a 
1000 ug. potency of vitamin Bi. (anhydrous cyano- 
cobalamin v.s.P.) in a gelatinous compound of 15 
per cent glycerin and 15 per cent gelatin. 
DESCRIPTION: Provides gradual absorption and 
sustained therapy, thus reducing the need for 
frequent injections. Administration is less pain- 
ful and there are relatively few side effects. 
DOSAGE AND ADMINISTRATION: Intragluteal only. 
HOW sUpPPLIED: Multiple-dose vials of 10 ce. 
propucerk: Philadelphia Ampoule Laboratories, 
Philadelphia. 


© MODERIL® 


PURPOSE: Relief of chronic nervous tension and 

anxiety, and the control of mild to moderate 

hypertension. 

coMposiTIon: Rescinnamine, an alkaloid derived 

from Rauwolfia serpentina. 

DESCRIPTION: Reported to produce fewer and less 

severe side effects than other rauwolfia therapy. 

DOSAGE AND ADMINISTRATION: Regulated accord- 

ing to response. 

HOW SUPPLIED: 0.25 mg. tablets in bottles of 100 

and 500; 0.5 mg. tablets in bottles of 100. 

propucer: Chas. Pfizer & Co., Inc., Brooklyn. 
(Continued on page A-92) 


comprehensive physiologic supplement 


Kapseals® 


each Kapseal contains: 


VITAMINS 
Vitamin A 1,667 Units (0.5 m 
Vitamin B, mononitrate 0.67 mg. 
Ascorbic acid 33.3 mg. 
Nicotinamide 16.7 mg. 
Vitamin Bz 0.67 mg. 
Vitamin Bg 0.5 mg. 
Vitamin By2 with intrinsic 
factor concentrate 0.033 USP Unit ( 
Folic acid 0.1 mg. 
Choline bitartrate 6.67 mg. 
Pantothenic acid 
(as the sodium salt) 5 mg. 

| 
MINERALS 
Ferrous sulfate (exsiccated) 16.7 mg. 
lodine (as potassium iodide) 0.05 mg. 
Calcium carbonate 66.7 mg. 


DIGESTIVE ENZYMES 


minel 


Taka-Diastase® 20 mg. 
Pancreatin 133.3 mg. favo 
PROTEIN IMPROVEMENT FACTORS itar 
I-Lysine monohydrochloride 66.7 mg. to he 
di-Methionine 16.7 mg. 

enzy 
GONADAL HORMONES amir 
Methyl testosterone 1.67 mg. 
Theelin 0.167 mg. ster 
DOSAGE: 
One Kapseal three times daily before meals. 
Female patients should follow each 21-day course 
with a 7-day rest interval. 
PACKAGING: PARI 


ELDEC Kapseals are available in bottles of 100. 
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combating the 
aging complex 


NOW 


promotes vigor 
and vitality 


nit (0 
* later 
Kapseals® 
mineral-vitamin-hormone supplement 
favorably alters concomitants of aging 


itamins and minerals 
tohelp maintain cellular function 


enzymes to aid digestion 
amino acids to help maintain nitrogen balance 
steroids to stimulate anabolism 


TRADE-MARK Pa CAM . $0063 
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TETRACYDIN® 


PURPOSE: Treatment of minor respiratory tract 
infections. 
composition: Each tablet contains: 


Tetracycline hydrochloride 125 mg. 
PHENACETIN® 120 mg. 
Salicylamide 150 mg. 
Caffeine |. 30 mg. 
BUCLIZINE® 15 mg. 


DESCRIPTION: Product controls infection, prevents 
complications, and relieves malaise accompanying 
such infections. 

DOSAGE AND ADMINISTRATION: For adults, 2 tablets 
every six hours. 

HOW SUPPLIED: Bottles of 24. 

propuceR: Chas. Pfizer & Co., Inc., Brooklyn. 


© O. E. M. EMERGEN-OX 


DESCRIPTION: Portable oxygen therapy kit for 
emergency use by cardiac and asthmatic patients, 
doctors and industrial clinics. The 9 lb. kit con- 
tains two ICC approved cylinders with a total of 
112 1. of oxygen, U.L. approved regulator, per- 
manent or disposable nonrebreathing mask and 
special filling adapter. It administers up to 25 
minutes of oxygen. Piston-type regulators have a 
safety relief valve and the liter flow rate is ad- 
justable. The special adapter permits easy re- 
filling from larger tanks by pressure equalization. 
propucer: O. E. M. Corporation, East Norwalk, 
Conn. 


© NEO-SLOWTEN® 


PURPOSE: Tranquilizer. 

coMpPosiITION: Each tablet contains 16.2 mg. (%4 
gr.) phenobarbital, 0.1 mg. reserpine and 5 mg. 
thiamine hydrochloride. 

INDICATIONS FOR USE: Anxiety, insomnia, agita- 
tion, mild hypertension and various states of emo- 
tional tension. 

CAUTION: May be habit-forming. 

HOW SUPPLIED: Bottles of 100 and 1000. 
propucer: The E. L. Patch Company, Stoneham, 
Mass. 
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© CEROFORT DROPS 


PURPOSE: Appetite stimulant. 
COMPOSITION: 1.5 ce. contains: 


L-Lysine monohydrochloride . .450 mg.* 
Vitamin By ........ .. 

Thiamine hydrochloride . .. 10mg. 
Pyridoxine hydrochloride (Bs) — 


*Approximately equivalent to 340 mg. 

of L-Lysine. 
INDICATIONS FOR USE: Insufficient intake of food 
necessary to promote optimum growth and de- 
velopment in infants and children. 
DOSAGE AND ADMINISTRATION: 1.5 cc. daily. 
HOW sUPPLIED: Bottles of 24 cc., with droppers 
calibrated to dispense approximately 0.5 cc. 
propucer: White Laboratories, Inc., Kenilworth, 
N. J. 


V-CILLIN-SULFA PEDIATRIC 


PURPOSE: Treatment of infection. 

coMposiITION: Each teaspoonful contains 125 mg. 
(200,000 units) of penicillin V and 167 mg. each of 
sulfadiazine, sulfamerazine and SULFAMETHAZINE®, 
DESCRIPTION: A pineapple-flavored preparation 
which tends to prevent development of resistant 
strains and constitutes an effective agent for con- 
trol of mixed infections. The flavoring and me- 
dicament, sealed in dry granules with a water- 
soluble gum, are released when water is added 
for dispensing. When reconstituted, the product 
provides 60 cc. of a smooth-textured liquid sus- 


pension. 


DOSAGE AND ADMINISTRATION: The usual children’s 
dosage is as follows: 10 lb. child, 4% teaspoonful 
every six hours; 20 lb. child, 1 teaspoonful every 
six hours; 40 lb. (or more) child, 2 teaspoonfuls 
every six hours. 

propucer: Eli Lilly and Company, Indianapolis. 


© ULTRAVIOLET STERILIZER 


PURPOSE: Production of completely safe, high- 
potency vaccines. 
DESCRIPTION: The sterilizer spins virus suspensions 
at 1800 r.p.m., producing a film one-twentieth the 
thickness of a human hair. Rays from the ultra- 
violet element bombard each particle of the vac- 
cine as it moves toward the container top. Precise 
control of the rays enables the operator of the 
sterilizer to inactivate all virus organisms while 
retaining the highest potency of the vaccine. In 
addition to producing vaccines for immunization 
against polio and a variety of other diseases, the 
sterilizer has proved valuable in the purification 
of blood plasma, ACTH and a serum for hoof- 
and-mouth disease. Extensive experiments are 
now being conducted to develop the sterilizer for 
use in many other scientific areas. 
PRODUCER: Spinco Division, Beckman Instruments, 
Inc., Palo Alto, Calif. 

(Continued on page A-94) 
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1. Color-coded diets of 1200, 1600 and 1800 calories are 
based on nutritionally-sound Food Exchanges." 

2. Easy-to-use Food Exchanges (referred to in the Knox 
booklet as Choices) eliminate calorie counting by patient. 
3. Diets promote accurate adjustment of caloric levels to 
the special needs of the patient yet allow each individual 
considerable latitude in the choice of foods. 

4. More than six dozen appetizing, low-calorie recipes are 
presented on the last 14 pages of each diet booklet. 


1. The Food Exchange Lists referred to are based on material in 
“Meal Planning with Exchange Lists” prepared by Committees of 
the American Diabetes Association, Inc., and The American Dietetic 
Association in cooperation with the Chronic Disease Program, Public 
Health Service, Department of Health, Education and Welfare. 
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Knox “Choice of Foods” Diet Can Help Your 
CARDIAC Patients Lose Weight Successfully 


Chas. B. Knox Gelatine Co., Inc. 
Professional Service Dept. PS-19 
Johnstown, N. Y. 


Please send me ....... dozen copies of the new illus- 
trated Knox Reducing booklet based on Food Exchanges. 


Your Name and Address 
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KOAGAMIN 


parenteral hemostat 


controls and prevents blood loss 
in capillary or venous bleeding 


e fewer blood replacements 
transfusion hazards* avoided. 
enot one untoward reaction in 
over 18 years of use. 
KOAGAMIN, an aqueous solution of oxalic 
and malonic acids for parenteral use, is 


supplied in 10-cc. diaphragm-stoppered 
vials. 


*Crisp, W. E.: Obst. & Gynec. 7:216, 1956. 


CHATHAM PHARMACEUTICALS, INC. 
NEWARK 2, NEW JERSEY 
Distributed in Canada by 


Austin Laboratories, Limited 
Guelph, Ontario _ 07856 


®@ MEGASON V CONSOLE ULTRASONIC UNIT 


DESCRIPTION: New console unit features adjustable 
five-position transducer which instantly adapts to 
the most effective and comfortable of five con- 
venient treatment positions and can be used in 
skin contact or under water. A special recessed 
trigger changes and automatically locks the rub- 
ber handle in desired position. Compact cabinet, 
33 in. high, is mounted on 3 in. ball-bearing 
wheels, and has off-white, baked-enamel finish. 
Unit is approved by Federal Communications 
Commission. 

PRODUCER: The Birtcher Corporation, Los Angeles. 


K-Y STERILE LUBRICANT 
(New Package Form) 


DESCRIPTION: Single use, 5 gm. tube guarantees 
sterility for each application of jelly and elimi- 
nates waste. A break-off tip excludes the nuisance 
of loose and lost caps. 

INDICATIONS FOR USE: Particularly convenient for 
use with sterile catheters, enema tubes, pelvic in- 
struments, many prepackaged disposable instru- 
ments and in gynecologic examinations. 

HOW SUPPLIED: 4% 0z..(5 gm.) tubes. Also avail- 
able in 2, 4 and 5 oz. tubes. 

propucerR: Hospital Division, Johnson & Johnson, 
New Brunswick. 


ANTEPAR® WAFERS 
(New Dosage Form) 


PURPOSE: Treatment of roundworms and pinworms. 
coMpPosITION: Each wafer contains 500 mg. pi- 
perazine hexahydrate. 
DOSAGE AND ADMINISTRATION: Seven day treatment 
for pinworms; two day treatment for roundworms. 
Daily dosage depends on patient’s weight. 
HOW SUPPLIED: Boxes of 28. 
PRODUCER: Burroughs Wellcome & Co. (U.S.A.) 
Inc., Tuckahoe, N.Y. 

(Continued on page A-98) 
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More evidence! to confirm that elixir 


...quick-acting pediatric antipyretic-analgesic 


reduces fever, 

relieves aches, pains: Tylenol “produced effective 
antipyretic and analgesic 
responses...””! 


‘“‘no evidence of side-effects...” 
even on prolonged use' 


without a tussle: ‘“‘Tylenol was considered 
a1 ‘acceptable’ or ‘liked’ by... 
86% of the children.””! 


Elixir TYLENOL \ at 
for little “hot heads’’ 


Bottles of 4 and 12 fl. oz. 
| McNEIL} 


1. Cornely, D. A., and Ritter, J. A.: N-acetyl-p-aminophenol (Tylenol Elixir) 
as a Pediatric Antipyretic-Analgesic, J.A.M.A. 160:1219 (Apr. 7) 1956. 
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as a high-potency source of vitamin C, 


citrus juice is unmatched in convenience 


and economy 


Vitamin C recommendations for peak intakes 


of adolescence or pregnancy 


(100 mg. perday) aresupplied by \¢p<5} (7-9 fi. oz.) 


of apple juice, or \.95 


of citrus juice. But it takes 


| of pineapple juice, or 


Fal of prune juice to supply this amount of vitamin C.7 


% During lactation Recommended Daily 
Allowance for vitamin C is 150 mg.; 
for normal adults, 70-75 mg. 


of grape juice, or 


Florida Citrus Commission, Lakeland, Florida 


¥ Data calculated from: 
Watt, B. K. et al., U. S. 
Dept. Agric. Handbook 
No. 8, 1950; and Burger, 
M. et al., Agr. & Food 
Chem. 4:418, 1956. 


FLORIDA, 


CRANGES+ GRAPEFRUIT: TANGERINES 


aed 
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ANXIETY 


acetylsalicylic acid 162 
~ ng. {2¥e-gr.), phenace- 
tin 194 mg. (3 gr.), phe- 
nobarbital 16.2 mg. 
gt.) and hyoscya- 
mine sulfate 0.031: mg. 


concerted analgesia, sedation, spasmolysis 
synergistically more efficient than 
: any simple analgesic 
clinically more effective | 
than an APC combination 
free from side effects 


A. H. Robins Co., Inc., Richmond 20, Virginia 
Ethical Pharmaceuticals of Merit since 1878 


Ola... 
Or pain is more severe... 
‘ 


maximum SAFE 
ANALGESIA 


ders unnecessary or postpones 
ourse to morphine or 


A. H. Robins Co., Inc., Richmond 20, Virgin 
~Bthical Pharmaceuticals of Merit since 1878 


THREE STRENGTHS 
PHENAPHEN with CODEINE PHOSPHATE 1/, SEMbenarnin no. 2 


PHENAPHEN with CODEINE PHOSPHATE 12 


EACH incorporating also acetylsalicylic acid 162 mg. 
(2¥a gr.), phenacetin 194 mg. (3 gr.), phenobarbital 
16.2 mg. (% gr.), and hyoscyamine sulfate 0.031 mg. 


PHENAPHEN with COD ? 


diarrhea 
control 


for all ages...in all seasons 


® 


(Donnatal with Kaolin 
and Pectin Compound) 


comprehensive correction of infectious, 
neuromuscular or emotional factors: 


reduces hyperperistalsis 
adsorbs toxins 

soothes mucosa 
neutralizes hyperacidity 


In each 30 cc: 


Kaolin (90 gr.) °° 
Pectin (2or.)..... 130 mg. 
Dihydroxy Aluminum 


Aminoacetate (7% gr.) o.5 Gm. 
Hyoscyamine Sulfate . 0.1037 mg. 
Atropine Sulfate .. . 0.0194 mg. 
Hyoscine Hydrobromide 0.0065 mg. 


Phenobarbital (gr.) . 16.2 mg. 


Richmond 20, Virginia 
Ethical Pharmaceuticals of Merit since 1878 


Robins A. H. ROBINS CO., INC., 
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Ulysses and the Sirens—from a vase in the British Museum 


between the hazards of high steroid dosage 


and the frustration of inadequate relief 


Because of the complementary action of cortisone and the 
salicylates, Salcort produces a greater therapeutic response 
with lower dosage. 

One study concludes: ‘‘Salicylate potentiates the greatly 
reduced amount of cortisone present so that its full effect 
is brought out without evoking undesirable side reactions.””! 


SALCORT™ 


indications: 


Rheumatoid arthritis ... Rheumatoid spon- 
dylitis . . . Rheumatic fever . . . Neuromus- 
cular affections. 


‘Busse, E.A.: Treatment of Rheumatoid Arthritis 
by a Combination of Cortisone and Salicylates. 
Clinical Med. 11:1105. 


each tablet contains: 


Cortisone acetate . . 

Sodium salicylate 

Aluminum hydroxide gel, dried . . . 

Calcium ascorbate ........ 
(equivalent to 50 mg. ascorbic acid) 

Calcium carbonate 

*U.S. Pat. 2,691,662 


The S. E. MASSENGILL Company, Bristol, Tennessee 
NEW YORK + KANSAS CITY + SAN FRANCISCO 
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© DRY-HEET STERILCLAVE 


DESCRIPTION: This new stainless steel unit is 
equipped with two individual instruments trays, 
each 14 by 5 by 1% in., and an insulated tray- 
removal handle. The door swings open fully for 
easy removal of trays. A variable thermostat con- 
trol is located on top for ease of visibility. Two 
pilot lights indicate that current is on and thermo- 
stat is in operation. Walls of the Sterilclave are 
fully insulated and the unit is mounted on four 
insulated legs. The heating element is 800 W; it 
operates on 110 V AC only. 

propucer: D. A. Kaden Co., Inc., New York. 


TOLPAL® INJECTION 


puRPOSE: Peripheral vasodilatation with adreno- 
lytic, sympathicolytic and cholinergic actions. 
COMPOSITION: Each cubic centimeter contains 25 
mg. tolazoline hydrochloride, 0.65 per cent sodium 
citrate, 0.65 per cent tartaric acid and 0.5 per cent 
chlorobutanol (as a preservative) in water. 
INDICATIONS FOR USE: Peripheral vascular compli- 
cations of diabetes, stasis ulcers, Raynaud’s dis- 
ease, arteriosclerosis with intermittent claudica- 
tion, thrombophlebitis, and peripheral vascular 
disease where sympathectomy may be indicated. 
DOSAGE AND ADMINISTRATION: In mild cases, 10 
mg. subcutaneously, intramuscularly or intrave- 
nously four times daily. Dosage may be increased 
to 50 mg. until side effects occur. 

HOW suPPLIED: 10 cc. vials. 

propuceR: Philadelphia Ampoule Laboratories, 
Philadelphia. 


© BUTABARPAL INJECTION 


PURPOSE: Sedative and hypnotic. 

composiTION: Each cubic centimeter contains 125 
mg. butabarbital sodium in 40 per cent polyethy- 
lene glycol 400, 2 per cent benzyl alcohol, and 
water for injection q.s. 

DESCRIPTION: Provides immediate sedation which 


New for Your Armamentarium 


wears off in five to six hours with no aftereffects 
INDICATIONS FOR USE: Cardiovascular disease, trau- 
matic pain, neuralgia, insomnia, renal colic, back- 
ache, epilepsy, menopausal hysteria, preoperative 
and postoperative conditions, etc. 

DOSAGE AND ADMINISTRATION: % to 2 cc., intra- 
muscularly. 

HOW SUPPLIED: Multiple-dose vials of 10 cc. 
pPrRoDUCER: Philadelphia Ampoule Laboratories, 
Philadelphia. 


® SIGMAMYCIN® ORAL SUSPENSION 
(New Dosage Form) 


PURPOSE: Antibiotic. 
composition: A dry powder containing 1.5 gm. , 
Sigmamycin (1.0 tetracycline and 0.5 gm. olean- 
domycin). When reconstituted with water, the 
result is 60 cc. of suspension containing 125 mg. 
Sigmamycin per 5 cc. 

DESCRIPTION: A mint-flavored suspension which is 
effective in treatment of a wide variety of diseases 
and as a protection against emergence of resistant 
strains of bacteria. Accepted by children and 
adults who cannot take capsules. 

DOSAGE AND ADMINISTRATION: As prescribed. 
HOW SUPPLIED: 2 oz. bottles, containing 1.5 gm. 
dry powder. 

propuceER: Chas. Pfizer & Co., Inc., Brooklyn. 


® SIERRA-SHELDEN TRACHEOTOME 


DESCRIPTION: Instrument is designed to permit a 
complete tracheotomy in less than 30 seconds. 
The safety “guide” needle, which is inserted into 
the trachea, has a longitudinal slot through which 
the ball point of the triple-blade trocar is slipped 
into the lumen of the trachea with no danger of 
puncturing the posterior wall. The trocar makes a 
three-point incision just large enough for the tube 
(which acts as the handle of the trocar) to follow 
immediately and directly into the trachea. When 
the tube is in position, the trocar is withdrawn 
and the operation is complete. Plastic inner can- 
nulas make cleaning easy and quick without re- 
moval of the tube. By adding extra tubes and 
cannulas, one instrument can be used to meet 
many demands. 

propucer: R. A. Hawks Division, Sierra Engineer- 
ing Company, Sierra Madre, Calif. 
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example of 


what the new 


Typical “black eye” before Chymar 


anti-inflammatory — 


enzyme can do 


CHYMAR 


injectable anti-inflammatory enzymatic 
agent with systemic action 


3 days after starting Chymar therapy. 


Chymar injected in 0.5 cc. doses 


every 8 hours. 


What it is— 


Chymar is a suspension of chymotrypsin, a proteolytic enzyme, in 
sesame oil, for intramuscular injection. 


What it does— 


Chymar controls inflammation and restores normal circulation. 
It hastens absorption of hematomas, minimizes tissue necrosis 
and promotes healing. 


Why Chymar is so safe— 


There are no systemic side effects with Chymar. Chymar does not 
interfere with blood clotting, and no clotting time or serum protein 
determinations are necessary. There are no known contraindications 
to Chymar and no known incompatibilities. 


Indications: Chronic ulcers (stasis, varicose, diabetic) ; 
reduction of hematomas; swelling due to trauma; cellulitis ; 
bursitis and arthritis; phlebitis; and inflammation of the eye 
(iritis, iridocyclitis, chorioretinitis, uveitis). 


Shipped in 5 cc. vials. 


A. THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 
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PATIENT 


neomycin and ethamicort 


NEO-MAGNACORT 


*trademark 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N.Y. 


PHENAPHEN’ PLUS 


Prescription for Your Peace of Mind 


Among the many worries of the Professional Man is the 
worry about what will happen if he becomes disabled 
by sickness or accident. Chances are his professional in- 
come stops; there’s no boss to keep him on the payroll; 
no 30-day sick leave; no workmen’s compensation. 
Financial disaster might face his family and himself. 


Protection against that kind of disaster is the reason 
for Mutual of Omaha’s PROFESSIONAL MEN’S PLAN 


of accident and health insurance. Protect yourself by N© Se COLD 


enrolling now in this plan designed to meet the special 


p | of the Prof. Man. each coated tablet: 
Phenacetin(3gr.). ..... 194.0 mg. 
Full details without obligation. Address Professional 
Acetylsalicylic Acid (2% gr.) . 162.0 mg. 
rt | 
Department, Mutual of Omaha Phenobarbital (% gr.) + 16.2 mg. 
Hyoscyamine Sulfate . . . . 0.031 mg. 
Prophenpyridamine Maleate. . 12.5 mg. 
Phenylephrine Hydrochloride . 10.0 mg. 


The Largest Exclusive Health & Accident Company in the World 
HOME OFFICE: OMAHA, NEBRASKA 
V. J. SKUTT, President 
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of 42 cases “subsided within four to seven days. 
eritis: “responded successfully to topical Metimyd. 


prednisolone acetate ment with Neomycin 
atically to both the drop 
nilergic Conjunctivits ‘cleared almost completel 
infect 12 of 1 — 


Rautensin provides all the 
essential antihypertensive alkaloids 


Rautensin (the alseroxylon fraction complex 
of Rauwolfia) contains both rescinnamine 
and reserpine, together with the other 
valuable alkaloids. 


Produces a gradual and sustained drop 
in blood pressure. 


Calms and soothes the patient without 
loss of alertness. 


Rautensin is less likely 
to produce mental depression 


The alseroxylon fraction complex of 
. Rauwolfia was found less prone to cause 

mental depression.' 

Does not usually cause drowsiness. 


Is purified and is therefore free of inert 
dross present in the whole root. 


1. Moyer, J.H.; Dennis, E., and Ford, R.: 
A.M.A. Arch. Int. Med. 96: 530, 1955 


Each tablet contains 2 mg. purified Rauwolfia 
serpentina alkaloids (alseroxylon fraction) 


SMITH-DORSEY * Lincotn, Nebraska «+ a division of The Wander Company 
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Products by Therapy Indications 


Analgesics and Narcotics 
A.P.C. with Demerol—Winthrop 
My-B-Den— Ames 
Percodan —Endo 
Phenaphen—Robins . 
Phenaphen with Codeine- —Robins 
Protamide—Sherman . 


Anesthetics. Local and General 


Xylocaine Jelly—Astra 
Xylocaine Solution—Astra 


Anesthetics. Topical 
Xylocaine Ointment—Astra 


Antacids and Intestinal Adsorbents 
Maalox—Rorer 


Antiarthritics 
Ataraxoid—Pfizer . 
Butazolidin—Geigy ........ 
Meticortelone—Schering . 
Pabirin—Smith-Dorsey 
Pabirin AC—Smith-Dorsey 
Salcort— Massengill 


Antiasthmatics 


Meticortelone—Schering 
Sterane—Pfizer . 
Tedral—Warner-Chilcott 


PHARMACEUTICALS 


A-72 
A-65 
Facing A-96 
Facing A-96 

A-32 


A-151 
Facing A-112-113 


A-9 


A-154 


Facing A -64 
A-46-47 
A-46-47 

A-97 


Facing A-65 
A-31 
A-84 


Antibacterials 
Lipo Gantrisin—Hoffmann-La Roche 


Antibiotics 
Achromycin—Lederle 
Aureomycin—Lederle 
Erythrocin—A bbott 
Gantrimycin—Hoffmann-La Roche 
llotycin—Lilly 
Mysteclin—Squibb 
Pentids—Squibb 
Pen-Vee— Wyeth 
Remanden—Merck Sharp & Dohme 
Sigmamycin—Pfizer 
Tetrex—Bristol 


V-Cillin-Sulfa—Lilly 


Anticholinergics 
Azulfidine—Pharmacia 


Anticonvulsants 


Gemonil— Abbott 
Paradione—Abbott 
Phenurone—Abbott 
Tridione—Abbott 


Antidiarrheals 


Cremomycin—Merck Sharp & Dohme 
Donnagel—Robins 


Antiemetics 


Compazine—Smith, Kline & French 
Dramamine—Searle 
(Continued on 1 page A-104) 
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PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N.Y. 
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Products by Therapy Indications—Continued 
Anti-Inflammatories Rauwiloid-Hexamethonium—Riker AS? 
Chymar—Armour . A-99 Rauwiloid-Veriloid—Riker AS? 
Thiomerin—Wyeth \-110-1]] 
Veralba-R—Pitman-Moore AD 
Antipyretics Verapene—Wampole \-104-10; 
Tylenol—MeNeil A-95 Wyamine— Wyeth \-110-1]) 
Antispasmodics Coagulants 
Cantil—Lakeside A-80-89 Koagamin—Chatham AM 
Dactil—Lakeside A81 Mephyton—Merck Sharp & Dohme A.3% 
Ataractics Contraceptives 
Atarax—Roerig A-39 Delfen—Ortho Facing A-7273 
Dexazyme—Gray \-86-159 Lanteen—Esta AD 
ae Equanil— Wyeth A-41 
Meratran— Merrell A-148-149 
Neo-Slowten—-Patch A-92 re 
Raudixin— Squibb A-129 Magnacort—Pfizer_. 
Serpatilin—Ciba . .. Meti-Derm with Neomycin—Schering Facing A-144-]45 
Sparine—Wyeth A-78-7 Neo-Magnacort— Pfizer A-100-162 
Panafil—Rystan A-157 
Cardiovascular Agents Selsun—Abbott Facing 
A-10-110-111 Tashan—Hoffmann-La Roche A165 
Digitalis—Davies, Rose . A-106 | 
Gitaligin—White .......... A-140 
Lanoxin—Burroughs Wellcome A-133 Diagnostic Aids 
Peritrate—Warner-Chilcott A-176 Clinitest—Ames A-lit 
Purodigin—Wyeth 4-110-111 
Rautensin—Smith-Dorsey A-102 
Rauvera—Smith-Dorsey A-137 Diuretics 
Rauwiloid—Riker A-57 Diamox— Lederle AS 


Portrait Of 
a Patient 
Relieved 
of Severe 
Hypertension 
Symptoms 


Wilkins, R. W.: 
Mississippi Doctor ~- 
30:359, 1953. Wilkins, 
R. W., and Judson, W. E.: 
New England Jri. of Medi- 
cine 248:48, 1953. Duncan, 
Garfield G.: Philadelphia 
Medicine 51:24, 1956. 
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Products by Therapy Indications—Continued 


Enzyme Preparations 


Varidase —Lederle A-51 
Helminthics 

Antepar Burroughs Wellcome A-94 
Hematinics 

[berol— Abbott A-125 
Pronemia —Lederle 4-107 
Rarical— Ortho A-116 
Rarical with Vitamins—Ortho A-117 
Roncovite—Lloyd A-166-167 
Vitamin B,, Gel Injection—Philadelphia Ampoule A-90 


Hormones and Steroids 


HP Acthar Gel—Armour 

Menagen Parke, Davis A-26 

Premarin—Ayerst Facing A-128-129 

Tace—Merrell A-16 
Immunizing Agents 

Mumps Vaccine—Lederle A-130 
Laxatives, Deconstipants and Enemas 

Fleet Enema— Fleet A-61 

Modane—Warren-Teed A-163 
Lipotropics 


RG Lecithin—Glidden A-144 


Muscle Relaxants 
Flexin—MeNeil 


Ophthalmic Medications 
Metimyd—Schering 


Reducing Aids 
Biphetamine—Strasenburgh 
Obedrin—Massengill 
Seco-Synatan—Irwin, Neisler 
Synatan—Irwin-Neisler 


Respiratory Infection Medications 
Achrocidin—Lederle 
Ambenyl—Parke, Davis 
Calcidrine—Abbott 
Clistin—MecNeil 
Coricidin—Schering 
Cosanyl—Parke, Davis 
Medihaler-Phen— Riker 
Novahistine—Pitman-Moore 
Novahistine-DH—Pitman-Moore 
Pen-Vee-Cidin—W yeth 
Phenaphen—Robins 
Phenergan— Wyeth 
Romilar—Hoffmann-La Roche 
Sigmamycin—Pfizer 
Tetracydin—Pfizer 
Tetrazets—Merck Sharp & Dohme 
T.H. & M. Syrup—Upjohn 
Tyzine—Pfizer 

(Continued on page A-106) 


a Portrait Of a Product... 
Tw the management Wild anol 


say they feel better. 


in each apple green. scored tabiet. Reserpine—0.1 mg. Protoveratrines A & B—0.4 mg. 


VERAPENE(,) 


SUBJECTIVE improvement is prompt and marked. Patients 


DISTURBING SYMPTOMS such as headache, dizziness, tin- 


nitus, disappear rapidly. 


THE CHARACTERISTIC EFFECT of Protoveratrines A&B 
is enchanced by combining with reserpine, reducing the dos- 


age requirements. 


PATIENTS who are receiving reserpine respond more favor- 
ably to veratrum alkaloids. 'Many more patients tolerate 


the two drugs in combination, as re 
with dosage below usual limits of tolerance. 


mse can be produced 


Since 1872 — Henry K. Wampole & Co., Incorporated + 440 Fairmount Ave., Philadelphia 
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Products by Therapy Indications—Co: tinued 


jgitalts 


in its completeness 


Digitalis 
(Davies, Rose) 
0.1 Gram 

(apprex. 1% grains) 


Each pill is 
equivalent to 
one USP Digitalis Unit 


Physiologically Standardized 
therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass. 


Sedatives and Hypnotics 
Butabarpal—Philadelphia 
Carbrital—Parke, Davis ..... AS 
Doriden—Ciba .. ek Fourth Cover 
Nembu- Serpin—Abbott_ A-152.153 


Noludar—Hoffmann-La Roche 
Placidyl—Abbott 


Sulfonamides 


Terfonyl—Squibb 


Urinary Anti-Infectives 
Azodettes—Paul Plessner 
Furacin—Eaton ...... 
Furadantin—Eaton ............... 
Pyridium— Merck Sharp & Dohme 
Urised—Chicago Pharmacal .. 


Vaginal Antiseptics 
Gentersal—Ortho 


Vasodilators 
Tolpal—Philadelphia Ampoule 


Vitamins and Nutrients 
Beminal 817—Ayerst 
Cerofort—White .... 
Eldec—Parke, Davis 
Engran—Squibb ...... 
Folbesyn—Lederle |... 
Hesper-C Prenatal—National Drug 
Homagenets—Massengill 
Redisol— Merck saeiede & Dohme 
Viterra—Roerig 


DIETARY 


Citrus Fruits—Florida Citrus 

Dairy Foods—National Dairy Council 
Evaporated Milk—Pet .. 
Gelatine—Knox ............... 
Meat—American Meat Institute .... 
Meyenberg Goat Milk—Jackson- Mitchell 
Oatmeal—Quaker Oats ; 
Pablum—Mead Johnson 
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INSTRUMENTS AND EQUIPMENT 


Anoscopes—Welch Allyn ..... 


_Bleeker Microscopes—Karl Heitz . ; 


Cardioscopes—Cambridge ... 

Chest X-Ray Machine—General Electric 
Dry-Heet Sterilclave—D. A. Kaden 
Emergen-Ox—O. E. M. Corp. ....... 
In-Bed Scale—Acme Scale Co. 
Mediac—Nuclear-Chicago ........ 
Megason V Console—Birtcher ... . 


Patrician X-Ray Unit—General Electric a, 
Pyrogen Testing Equipment—Fielden Inst. 
Rib-Back Surgical Blades—Bard-Parker ... 


Sierra-Shelden Tracheotome—Sierra Eng. 
Ultraviolet Sterilizer—Spinco ........... 


MISCELLANEOUS 


Capstan Spoked Nut—Enco = 
Cine-Kodak K-100—Eastman ...... 


K-Y Sterile Lubricant—Johnson & Johnson 
Surgical Gut—Davis & Geck ............. 
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minimum dosage 
maximum response 


AAD filled sealed capsules 


AS High potency dosage of every known hemopoietic Each capsule contains: 

Vitamin B,, with Intrinsic Factor 
factor, offered in a most easily assimilable form 
saci 1 inclu in maintenance Vitamin Bi. (additional ) 15 mcgm. 
AM for all treatable anemias, ding 
“Ag of pernicious anemia patients. Ferrous Sulfate Exsiccated 400 mg. 


Ascorbic Acid (C) 150 mg. 
Alli Dosage is only one capsule daily Folic Acid 4 mg. 


When divided dosage of this formula is preferred prescribe PERIHEMIN* Hematinic, 3 capsules daily 


CED LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY. PEARL RIVER. N. Y. 
*Reg. U.S. Pat. Off. 
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MEDICAL AUXILIARY 


Doctors’ wives have their Auxiliary 


Where they can meet and get familiary 


And, looking very svelte and nice, 
Partake of luncheon (for a price). 


Then, after eating, hear a very 
Long item by the secretary 

And then the speaker of the day 
(What was it that he had to say? ) 


Then stand around and chew the fat 
And gaze upon each other’s hat 
(And do a bit of silent rating) 

And find it all auxiliarating. 


NOT QUITE FULLY AUTOMATIC 


Automation’s coming to 
The factory and store. 
Machines will soon do every job 
That’s now a human chore. 


One soon will merely need to push 
A button in the shop 

Each morning to begin, and then 
At night, again, to stop. 


And yet it will be quite a while. 
Some years, still, in the future. 

Before machines massage a heart. 
Graft skin, and stitch a suture. 


lca USE RICHARD ARMOUR 
Jey : 
repare your “over-forty” patient for his future... | 
eee 
gre 


"... nauseated and vomiting every day, 
practically the whole day, from the 
beginning of this pregnancy...” 


After “Compazine’ 5 mg. q.i.d., this severe case’ of nausea 
and vomiting of pregnancy showed “... almost immedi- 
ate response.” 

In fact, the physician reports, “She hasn’t had any nausea 
or vomiting since then and she has not had the drug for 
three weeks.” 

‘Compazine’ is a potent new antiemetic that has shown 86% 
favorable results in the treatment of nausea and vomit- 
ing of pregnancy. In over 12,000 patients, treated with 
‘Compazine’ before introduction, side effects were infre- 


quent, minimal and transitory. 


ompazine 


a potent new antiemetic for everyday practice 


Smith, Kline & French Laboratories, Philadelphia 


1. Personal communication to S.K.F. 


*Trademark for proclorperazine, S.K.F. 
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Wyeth... 
Name to Remember 
in 
Cardiovascular 


AN Ss O LYS E N* TARTRATE 


(Pentolinium Tartrate) 


Indicated in moderately severe, severe, and uncomplicated malig- 
nant hypertension. The action of ANSOLYSEN is potent, reliable, 
and prolonged. It lowers blood pressure, relieves symptoms, offers 


minimal by-effects. 


PURODIGIN' 


(Crystalline Digitoxin) 


Indicated in congestive heart failure. Puropicin achieves and 

maintains digitalization with the smallest oral dose of all cardio- 
active glycosides. It offers high potency, complete absorption, 
steady maintenance, uniform action. 


THIOMERIN?® sooium 


(Mercaptomerin Sodium) 


Indicated for diuretic therapy. THIOMERIN produces significantly 
effective, smooth, and persistent fluid loss. It is well tolerated when 
given subcutaneously and, of all organomercurial diuretics, is least 
irritant. 


WY AMINE? sucrate 


INJ ECT | oO N (Mephentermine Sulfate) 


Indicated in acute hypotensive states not associated with hemor- 
thage. Injection WyaMINE is an effective and predictable pressor ai 
It may be used intravenously or intramuscularly for either Wyeth 


® 
Philadelphia 1, Pa, 


phylaxis or therapy of hypotension. 


aa 
mig 3 


a true 
cough specific 


non-narco tic For suppressing cough, whatever the cause, Romilar 
is at least as effective as codeine. Yet it has no 


ROM LAR ‘Roche’ 


general sedative or respiratory-depressant activity, 
and it's remarkably free of side effects such as 


nausea, constipation, or tendency to habit formation. 


Available as a syrup, in tablets, or expectorant 


mixture (with ammonium chloride). 


Original Research in Medicine and Chemistry 


Romilar® hydrobromide— brand of dextromethorphan hydrobromide 
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XYLOCAINE XYLOCAINE 


SYPROCHLORIDE 


AINE HYDROC Hi 
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(LOCAI 
ROCLORIOR 


) fastest acting local anesthetic— 
as safe as it is effective 


How safe is Xylocaine? In five years, over 500,000,000 injections of Xylocaine HCI Solution have 
been given for local anesthesia. “The apparent clinical safety of Xylocaine is gratifying, for without 
this quality, its additional properties would not warrant an enthusiastic report. Nor would safety 
alone call for a high recommendation unless additional desirable properties were to be found. The 
truth of the matter is, however, that Xylocaine approaches the ideal drug more closely than any other 
local anesthetic agent we have today.”* 


How effective is Xylocaine? Xylocaine HCI Solution produces more rapid, complete, and deeper 
anesthesia than other local anesthetics used in equivalent doses. By infiltration, Xylocaine gives 

a wide area of analgesia, and surrounding tissues are also anesthetized. The long duration of Xylocaine 
action reduces the need for additional injections. At the same time, it assures greater comfort to your 
patients for a longer period — often when they need it most. 


How does Xylocaine fit into my practice? Xylocaine is the ideal agent for local infiltration anesthesia 
because it is safe, fast acting and of long duration. It is used routinely in daily practice for countless 
minor surgical procedures such as closure of lacerations, removal of cysts, moles and warts; treatment 
of abscesses; and in the reduction of fractures. 


to use 


xXxY LOCAINE’ 


It has also become the choice of many physicians for therapeutic interruption of 
nerve function by temporary nerve blocks in herpes zoster, subdeltoid bursitis, 
fibrositis, myalgia of shoulder muscles, periarthritis due. to trauma, and painful 
postoperative scars. The relief of pain in these conditions at times appears to be the 
most important part of treatment. 


The remarkable topical anesthetic properties of Xylocaine HCI Solution further 
enhance its usefulness for minor operations. Topical anesthesia can be obtained by 
spraying, by applying packs, by swabbing, or by instilling the solution into a 

cavity or on a surface. 


Xylocaine HCI Solutions are available in 2 cc. ampuls, 20 cc. and 50 cc. 
vials in strengths of 0.5%, 1% and 2%, with or without epinephrine. 


Bibliography of approximately 300 Xylocaine references upon request. 


*Southworth, J. L., and Dabbs, C. H.: Xylocaine: a superior agent for conduction 
anesthesia, Anesth. & Analg. 32:159 (May-June) 1953. 


Astra Pharmaceutical Products, Inc., Worcester 6, Mass. 
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RESISTANCE 


REPAIR 


RECOVERY 


Good health is “much more than the absence of dis- 
ease.” 


To enable your patient to resist harder . . . recover 
faster, prescribe one or more VITERRA® capsules a day. 
In one capsule, 11 minerals, 10 vitamins .. . formu- 


lated for more complete supplementation and the 
building of reserves. 


VITERRA 


THE COMPLETE VITAMIN-MINERAL FORMULA 


Now in three forms: 

VITERRA® Capsules for daily supplementation—bottles 
of 30 and 100. VITERRA® TASTITABS*, where capsules 
are a problem. . . newest way to take vitamins and 
minerals—bottles of 100 and 250. viTERRA® THERA- 
PEuTic, when higher potencies are indicated —bottles 
of 30 and 100. 

1. Stieglitz, E. J.: in Modern Nutrition in Health and Disease, 


ed. by Wohl, M. G. and Goodhart, R. S., Lea and Febiger, 
Philadelphia, 1955, p. 945. 


Chicago 11, Illinois PEACE of mind ATARAX ® 


*Trademark 


February 1957 


a“ 
a 
a 
for the processes of 
4 
A-113 


ame ty Kemimben 
RIB-BACK 


To the Profession it has served with undivided responsi- 
bility for so many years... BARD-PARKER has de- 


voted its scientific knowledge and the inimitable skill 


of its craftsmen in developing the finest surgical blade 
possible . .. a blade that meets the demand of the Pro- 


fession for quality and economy. 


The satisfaction of knowing you have chosen the best 
is yours when you use B-P RIB-BACK blades. 


Its ah arp Ask your dealer 


BARD-PARKER COMPANY, INC. 
Danbury, Connecticut 
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Persona non grata 


For that most “unacceptable person’”--- 
the one with an unwelcome cough---- 


EXPECTORANT 


only cough preparation containing Clistin-—widely prescribed, potent, safe antihistamine 
coughs associated with the common cold as well as allergic or non-allergic coughs 

narcotic, but compatible with commonly used narcotic salts 

not numb the mouth or upset the stomach...snappy fruit flavor...ideal for pediatric use 


Clistin Expectorant clinical samples on request 


LABORATORIES, INC., PHILADELPHIA 32, PA. 
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iron-calcium TABLETS 
a unique new compound, ferrous calcium citrate, with tricalcium citrate 


- iron and calcium in one molecule 
* more hemoglobin in less time 
+ no leg cramps with this iron-calcium 


J 
P 
3 
x 
| 
ae 
| 
| 


Rarical 


iron-calcium 


WITH VITAMINS 


TABLETS 
* a complete phosphorus-free prenatal supplement 


3 tablets daily provide: 


Ferrous calcium citrate Riboflavin (B2) 
with tricalcium citrate . . . Niacinamide 
Calcium " Ascorbic acid (C) 
tron Pyridoxine hydrochloride (82) . 
Vitamin A Calcium pantothenate 
Vitamin D 1200 U.S.P. units Vitamin Bo 
Thiamine hydrochloride (B;) . . . 3mg. Folic acid 


it Al 
Ortho} 
3 mg. 
30 mg. ~ 
100 mg. > 
3 mg. 
6 mg. : 
3 meg. 
Img. 


distinctive 
throughout 
the critical range... 


| the urine-sugar test with the standardized, 
laboratory-controlled color scale 


e full color calibration for the urine-sugar spectrum 
e easily read, firmly established blue-to-orange scale 
e sharp color distinction between readings 


(ay AMES COMPANY, INC: ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 


05656 
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For round-the-clock therapy 
With two doses a day 


Lipo Gantrisin ‘Roche’—a new, palatable 
liquid for antibacterial therapy—offers 
three significant features: 


1. Only two doses a day needed 
in most cases 


2. Adequate twelve-hour blood levels 
after a single dose 


3. Same therapeutic advantages as 
Gantrisin ‘Roche’ 


Lipo Gantrisin® Acetyl—brand of 
acetyl sulfisoxazole in vegetable 
oil emulsion 
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THE MEDICAL 


CLINICAL ROENTGENOLOGY 
A Study of the Digestive Tract, the 
Gallbladder, Liver and Pancreas, 
and the Excretory Tract 


By Alfred A. de Lorimier, M.D., Radiologist, 
Saint Francis Memorial Hospital, San Francisco; 
Henry G. Moehring, M.D., Radiologist, Duluth 
Clinic, Duluth, and John R. Hannan, M.D., Radi- 
ologist, Cleveland. Vol. IV. 764 pages with 1,112 
illustrations. 1956, Charles C Thomas, Spring- 
field, Illinois. $24.50. 


The fourth and last of these volumes is de- 
voted to the diseases of the digestive tract, gall- 
bladder, liver and pancreas, and excretory tract 
with particular attention to their roentgen mani- 
festations. 

As in the previous volumes, the authors main- 
tain their basic outline of introduction, clinical 
considerations, x-ray considerations, laboratory 
findings and differential diagnosis. Special tech- 
nics such as aortography and arteriography are 
included and illustrated: nevertheless, as origi- 
nally planned, emphasis is placed on the daily 
routine methods of examination so that most of 
the information can be used in any x-ray depart- 
ment. In general, the illustrations are excellent. 

In both the gastrointestinal and urologic sec- 
tions, basic but concise embryologic discussions. 
as they pertain to specific malformations, are 
included. This addition is essential, especially in 
many problems peculiar to pediatric radiology. 

This volume is not only the largest but also 
one of the best of the group. As a compact, com- 
plete reference, it is recommended without reser- 
vation to residents and practicing radiologists. 

S. B. F. 


ookman 


& CLINICAL PATHOLOGY 


Application and Interpretation 


By Benjamin B. Wells, M.D., Director of Clinical 
Investigation, The Lynn Clinic, Detroit. Ed. 2. 
488 pages, illustrated. 1956, W. B. Saunders Com- 
pany, Philadelphia and London. $8.50. 


This edition should prove to be even more 
useful than the excellent first edition. Some of 
the old text has been rearranged and combined 
with new material in its proper setting which 
makes for more logical presentation. 

The introduction merits careful reading. In it 
the author warns against excessive use of labora- 
tory tests. An impression of professional knowl- 
edge is not created by ordering a long list of 
tests, but an evaluation of the clinical laboratory 
reports is the physician’s daily duty. The intel- 
ligent use of this book will be helpful. 

The first nine chapters cover the following sub- 
jects: interpretation of findings in infectious dis- 
eases, diseases of the gastrointestinal, respiratory 
and cardiovascular systems, diseases of the kid- 
ney and urinary tract, diseases of the blood, 


’ metabolic and endocrine disorders. clinical lab- 


oratory studies in surgery, and clinical labora- 
tory studies in obstetrics. The tenth and _ last 
chapter is on procedures which may be carried 
out in an office laboratory; a table of normal 
values is included at the end. There are 25 illus- 
trations and 30 tables. 

This book should be used by physicians in the 
care of patients and by clinical pathologists as a 
guide in requesting laboratory work and in inter- 
preting the results. 

A. H. S. 
(Continued on page A-122) 
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JANUARY 
Sun Mon Tue Wed Thu Fri Sat 
32345 
6 7 8 9 10 11 12 
13 14 15 16 17 18 19 
20 21 22 23 24 25 26 
27 28 29 30 31 


FEBRUARY 
Sun Mon Tue Wed Thu Fri 


MARCH 
Sun Mon Tue Wed Thu Fri 


345 6 
10 11 12 13 it 15 
17 18 19 20 21 22 
4,25 26 27 28 29 


APRIL 
Sun Mon Tue Wed Thu Fri Sat 
4356 
7 8 9 1011 12 13 
14 15 16 17 18 19 20 
21 22 23 24 23 26 27 
28 29 30 


EDITORIAL BOARD: Mark Aisner, 
M.D., Chairman; Charles H. Bur- 
nett, M.D.; Maxwell Finland, M.D.; 
Hugh H. Hussey, M.D.; 
Ingelfinger, M.D.; Jack D. Meyers, 
M.D.; Myron Prinzmetal, M.D. 


Franz J. 


MAY 
Sun Mon Tue Wed Thu Fri Sat 
123 4 
56 7 8 91011 
12 13 14 15 16 17 18 
19 20 21 22 23 24 25 
26 27 28 29 30 31 


JUNE 
Sun Mon Tue Wed Thu Fri Sat 


23, 24 25 26 27 28 29 


JULY 
Sun Mon Tue Wed Thu Fri Sat 
#23456 
7 8 9 1011 12 13 
1415 16 17 18 19 20 
21 22 23 24 25 26 27 
26 29 30 31 


the year ‘reading for 


fills the bill 
ell as Disease-A-Month Ser 


AUGUST 
Sun Mon Tue Wed Thu Fri Sat 
43678 9 
11 12 13 14 15 16 17 
18 19 20 21 22 23 24 
25 26 27 28 29 30 31 


SEPTEMBER 
Sun Mon Tue Wed Thu Fri Sat 
123 4567 
8 9 10 11 12 13 14 
15 16 17 18 19 20 21 
22 23 24 25 26 27 28 
29 30 


OCTOBER 
Mon Tue Wed Thu Fri Sat 
9 @ H iz 
14.15 16 17 18 19 
21 22 23 24 25 26 
28 29 30 31 


NOVEMBER 
Mon Tue Wed Thu Fri Sat 


1 
$567 8 
11 12 13 141 
18 19 20 21 


9 

5 16 
22 23 
25 26 27 28 29 30 


DECEMBER 
Sun Mon Tue Wed Thu Fri Sat 
& 9 10 11 12 13 14 
15 16 17 18 19 20 21 
2 23 24 25 26 27 28 
29 30 31 


Disease-a-Month Series 


Fast-reading Pocket Monographs on 
Today’s Urgent Medical Problems 


30-40 page pocket-size clinical monographs which even the busiest 
physician can find time to read. Very concise, very compact, written in 
terms of office and bedside practice, authored by leading American 
authorities, brought to you one monograph a month, devoted to the 
urgent and troublesome problems of modern medical practice. 


Forthcoming Issues: Anxiety States (Shands), Management of De- 


THE YEAR BOOK PUBLISHERS, INC. 


200 East Illinois St., 


Chicago 11, Illinois 


puras (Harrington), 


hydration (Welt), Amebiasis (McHardy), Gout (Talbott), The Pur- 
Peripheral Arterial Insufficiency (DeBakey), 
Diagnosis of Low Back Pain (Larson), Electrolyte Disturbances in 
Congestive Heart Failure (Seldin), Non-toxic Goiter (Bondy), etc. 


C) Enter my subscription to Disease-a-Month Series with current issue. Bill me for $9.00 postpaid annual fee. 


C Also send 12-month binder, $1.25, postpaid. 


Nome 


Street 


City 


Zone 


State 
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> THE INITIAL MANAGEMENT OF 
THORACIC AND THORACO.- 
ABDOMINAL TRAUMA 


By Lawrence M. Shefts, M.D., Thoracic Surgery 
Consultant to Brooke Army Hospital, Fort Sam 
Houston, and to United States Air Force Hos- 
pital, Lackland Air Force Base, San Antonio. 
A monograph in the American Lectures in Sur- 
gery, edited by Michael E. DeBakey, M.D., Pro- 
fessor of Surgery and Chairman of the Depart- 
ment of Surgery, Baylor University College of 
Medicine, Houston, and R. Glen Spurling, M.D., 
Clinical Professor of Surgery, University of 
Louisville, Louisville. 121 pages with nine illus- 
trative case reports. 1956, Charles C Thomas, 
Springfield, Illinois. $6.50. 


This monograph was written to serve as a 
guide to those who may be faced with the prob- 
lem of early management of patients with chest 
injuries. In the preface. the author emphasizes 
that, with the increasing number of accidents 
caused by violent external forces, the general 
practitioner may have to deal with this problem 
at any time. The proper initial management may 
spell the difference between life and death. 

Thoracic and thoraco-abdominal injuries may 
present an alarmingly serious clinical picture. 
but not all such cases require immediate thora- 
cotomy. To differentiate between those patients 
who need emergency thoracotomy and those who 
may be managed nonoperatively is. of course. 
the crux of the problem. Panic decisions must 
be avoided. As the author states, the actual tech- 
nical portion of the operation can be managed 
by any well-trained technician, but the evalua- 
tion of the indications for surgery and the proper 
timing of surgical intervention require the skill 
of the “compleat surgeon.” 

The subject matter in this volume is treated 
from a keen analytic standpoint and represents 
proved methods which the author has derived 
from his experiences with battle casualties and in 
civilian practice. Dealing with prompt and ade- 
quate resuscitation, the first chapter covers the 
immediate evaluation of the wound, recognition 
and treatment of shock, management of sucking 
chest wounds, treatment of hemopneumothorax, 
tension pneumothorax, transfusions, and_ the 
evaluation of the response to resuscitative meas- 
ures. The patient must be continually observed 
in order to determine the need for performing 
early thoracotomy. 


The Medical Bookman 


Three well-illustrated chapters present a 
scription of the various forms of thoracic, th. ra- 
co-abdominal, thoracic wall and closed traum :tic 
wounds. 

The last section of the monograph offers sine 
illustrative cases, each of which portrays an un- 
usual and important aspect of thoracic and thura- 
co-abdominal wounds. 


ROENTGEN SIGNS IN 
CLINICAL DIAGNOSIS 


By Isadore Meschan, M.D., assisted by R. M. F. 
Farrer-Meschan, M.B., B.S.. Melbourne, Aus- 
tralia. 1,058 pages with 2,216 illustrations in 
780 figures. 1956, W. B. Saunders Company, 
Philadelphia and London. $20.00. 


Even though the authors’ technic of presenta- 
tion is that often used in practice by teachers of 
radiology. it is not often found in texts. 

The subject matter is presented in three phases. 
The first is devoted to normal roentgen anatomy 
and uses the approach to the subject described 
by one of the authors in his “Atlas of Normal 
Radiographic Anatomy.” The second phase is 
directed to the signs on which the basic concepts 
of roentgen pathology are founded. This is a 
sequel to the first phase, for it is necessary to 
understand the normal anatomy in order to ree- 
ognize its changes in disease. This is worthy of 
repetition for no attempt is made to advocate 
memorization of specific pictures for individual 
diseases: instead. the latter are included in the 
differential diagnosis of disease in the third 
phase where the over-all anatomic changes of the 
second phase are discussed in relation to a lim- 
ited number of clinical entities. In all phases the 
authors emphasize both the wide scope and the 
limitations of roentgen diagnosis. 

Except for the first two chapters, which deal 
with introductory radiographic principles. the 
text is devoted to an over-all survey of all the 
systems. Instead of using multiple roentgen ex- 
amples, the authors use pen-and-ink drawings 
with isolated radiographic demonstrations which. 
in the reviewer's opinion, might be a shortcoming. 

This refreshing, new approach to the teaching 
of students, graduate as well as undergraduate. 
is a wel¢ome innovation in medical texts. 

S. B. F. 
(Continued on page A-124) 
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This is “the most 
valuable drug that 

has been introduced 

for the treatment of 
ulcerative colitis” in 

recent years.’ Results 

of treatment with 
Azulfidine “far exceed 
those of any previous 
drug used”.? “It has been 
effective in controlling the 
disease in approximately 
two-thirds of patients 
who had previously 

failed to respond to 
standard colitis therapy 


currently in use.”> 


1. BarcEn, J. A.: “Present Status of Hormonal 
and Drug Therapy of Ulcerative Colitis”, 
South. M. J. 48: 192 (Feb.) 1955. 


2. Barcen, J. A. and Kennepy, R. L. J.: “Chronic 


Ulcerative Colitis in Children”, Postgrad. 
Med. 17: 127 (Feb.) 1955. 


3. Morrison, L. M.: “Response of Ulcerative 


Colitis to Therapy with Salicylazosulfapyridine”, 


J. A.M. A. 151: 366 (Jan. 31) 1953. 


GRAND OF SALICYLAZOSULFAPYRIDINE 


PHARMACIA LABORATORIES, INC. 
270 Park Avenue, New York 17, N.Y. 
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INTERNAL MEDICINE 
A Physiologie and Clinical 
Approach to Disease 


By Robert P. McCombs, M.D., Professor of 
Graduate Medicine, Tufts University School of 
Medicine, Boston. 706 pages, illustrated. 1956, 
The Year Book Publishers, Inc., Chicago. $10.00. 


In the preface to his new volume, Dr. Me- 
Combs has set forth his intention to summarize 
the most important clinical facts, physiologic 
concepts, diagnostic methods and_ therapeutic 
measures of use in the study and management 
of internal diseases. By eliminating subjects pri- 
marily related to independent specialties, such 
as neurology and psychiatry, and by neglecting 
the subject of electrocardiography, he was able 
to retain reasonable size. The author also en- 
deavored to avoid duplication of material and 
to eliminate dubious theories and unproved thera- 
peutic methods. On the whole, he has been suc- 
cessful in achieving his goals. As a text of inter- 
nal medicine, however, the volume suffers from 
its brevity. Certainly the more common diseases 
and syndromes are well presented in an accurate 
and usually thorough fashion; but the more in- 
frequent and obscure diseases receive only brief 
mention or comment in passing. 

The material is divided into sections dealing 
with: (1) disorders of the heart, (2) hyperten- 
sion and vascular diseases, (3) renal disease and 
renal failure, (4) body fluids and electrolytes. 
(5) endocrine disorders, (6) infectious diseases. 
(7) pulmonary diseases, (8) allergic diseases. 
(9) disorders of the gastrointestinal tract, (10) 
disorders of the blood and blood-forming organs, 
(11) rheumatic disorders and bone diseases, and 
(12) nutritional and metabolic disorders. There 
is a lack of illustrative material, but the photo- 
graphs and charts included are well reproduced 
and accurately delineate the points made by the 
text. Many of the newer antibiotics are discussed 
and considerable attention is given to adrenal 
steroids. The presentation of diagnostic methods 
is up to date, with emphasis on the procedures 
generally available. Many passages might pro- 
voke a specialist in a particular field to quibble 
or qualify, but there cannot be much argument 
with the facts and opinions presented by the 
author and his associates. 

As a handbook of internal medicine within 
the limitations imposed in the preface, the vol- 
ume achieves its purpose. It would perhaps be 
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best suited for the medical student or busy ¢ -n- 
eral practitioner. As a text for the dedicaied 
student of internal medicine. it is inadequ: te. 
A serious defect is the lack of bibliography. A 
detailed, accurate index facilitates reference. 

D. L. H. 


& CLINICAL SELECTIONS IN 
DERMATOLOGY AND MYCOLOGY 


By Frederick Rehm Schmidt, M.D., Associate 
Professor of Dermatology, Northwestern Uni- 
versity Medical School, Chicago (with contribu- 
tions by 36 specialists from various countries), 
505 pages. 1956, Charles C Thomas, Springfield, 
Illinois. $10.50. 


This book is recommended for all those inter- 
ested in cutaneous diseases. Of particular inter- 
est is the chapter by Dr. Walter F. Duggan on 
“Vasospasm as an etiologic factor in disease.” 
followed by one by Dr. Schmidt on “Vasospasm 
and skin diseases.” 

Dr. Schmidt has a number of excellent co- 
authors: Dr. Jorge Abulafia of Buenos Aires has 
contributed the chapter on collagen diseases; Dr. 
S. William Becker on melanoma; Dr. Frank E. 
Cormia on psychosomatic dermatoses; Dr. Pardo- 
Costello of Cuba on eczematous dermatitis: Dr. 
Harry Arnold of Honolulu on circumscribed. 
disseminated and acute exudative neurodermati- 
tis; and Dr. J. Walter Wilson contributed a fine 
chapter on comparative pathogenesis of the deep 
mycoses and the influence of the port of entry. 

South American contributions on the various 
mycotic diseases are of interest—for example. 
Pablo Negroni’s chapter on coccidioidomycosis: 
Elias Bonilla-Dib on sporotrichosis; Alfonso 
Trejos on chromoblastomycosis and keloidal blas- 
tomycosis, and Dagoberto O. Pierini on histo- 
plasmosis. 

The chapters on the superficial fungous infec- 
tions are of interest, and the other phases of 
dermatology are very well covered in the remain- 
der of the book. Particularly recommended are 
the chapters on “Hot climate miliaria: Disease 
or sign?” and the diseases caused by arthropods 
and helminthiases. 

The final chapter on “Odds and ends of der- 
matology” by Dr. Schmidt concludes a most 
stimulating and interesting treatise. 

(Continued on page A-126) 
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POTENT ANTIANEMIA 


*The PLUS that makes the difference 

Vilter' reported that a diet rich 

' in the B-complex vitamins should be prescribed 
when treating nutritional anemia, because 
: of the importance of the B comrlex to cellular 


metabolic functions. Abbott 


610219 


1. Vilter, Richard W., Am. J. Clin. Nut., 3:72, Jan.-Feb., 1955 


February 1957 


THERAPY PLUS BASIC 


NUTRITIONAL SUPPORT 


2 IBEROL Filmtabs a day supply: 


THE RIGHT 


AMOUNT OF IRON 


Ferrous Sulfate, U:S.P. . 1.05 Gm. 
(Elemental lron—210 mg.) 


PLUS THE COMPLETE B COMPLEX’ 
1 U.S.P. Unit (Oral) 


(Vitamin B12 with Intrinsic Factor 


BEVIDORAL”®.. 


Folic Acid.... 


Concentrate, Abbott) 


2 mg. 


Liver Fraction Z, 200 mg. 
Thiamine Mononitrate.................... 


Riboflavin... 


Pyridoxine Hydrochloride 


Calcium 


PLUS VITAMIN C 


Ascorbic Acid 
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VENOUS RETURN 


By Gerhard A. Brecher, M.D., Julius F. Stone 
Professor of Physiology, Department of Physi- 
ology, Ohio State University College of Medi- 
cine, Columbus. 148 pages with 55 figures. 1956, 
Grune & Stratton, Inc., New York and London. 
$6.75. 


This monograph is the only recent publication 
on the subject of venous circulation. The author 
did much of the original research in the labora- 
tories of Dr. Carl J. Wiggers, one of the out- 
standing physiologists of our day. 

In general, the book offers an academic dis- 
cussion of the nature of venous return, and an 
evaluation and measurement of the various fac- 
tors affecting venous circulation. Only a minimal 
discussion of the clinical disorders and venous 
circulation is presented. 

The first part of the book reviews the histori- 
cal aspect of the knowledge of venous circulation. 
This is followed by a short section on elementary 
hemodynamics, factors affecting venous return, 
and a highly technical section on methods of 
venous flow measurement and venous hemody- 
namics. All the latest direct and indirect methods 
of flow measurement are evaluated. 

A discussion on the effects of respiration. 
artificial respiration, normal heart action, and 
changes in venous circulation during cardiac 
surgery concludes the monograph. 

Although the monograph may not be of im- 
mediate value to the busy practitioner, unless he 
is eager to delve into the newer knowledge and 
academic discussion of the dynamics of venous 
return, it may be used to advantage by the anes- 
thetist, cardiovascular specialist and investiga- 
tors who seek a more detailed discussion of 
venous return than is found in a standard text. 

¥. S. 


> THE NATURE OF BRUCELLOSIS 
By Wesley W. Spink, M.D., Professor of Medi- 


cine, University of Minnesota, Minneapolis, and 
Chairman of the Committee on Brucellosis of the 
National Research Council. 464 pages. 1956, Uni- 
versity of Minnesota Press, Minneapolis. $8.00. 


Answering the need for a review of the current 
knowledge concerning brucellosis in man. this 
book is a well-organized, comprehensive presen- 
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tation of the bacteriologic, pathologic and . lini- 
cal aspects of the disease. 

Chapters on Brucella, the reservoirs of bi ucel- 
losis and epidemiologic studies are unusually in- 
clusive. The available information on the inter- 
action of the parasitized host and the invading 
microorganism is summarized in a chapter on 
pathogenesis. Although the exact knowledve of 
this phase of the disease is meager, the author 
has included the results of current research. 

Methods of diagnosis of brucellosis are dis. 
cussed in detail and the various laboratory pro- 
cedures are evaluated carefully. Although the 
author does not give definitive conclusions. he 
does discuss the therapeutic agents or combina- 
tions used in the treatment of brucellosis. 

D. R.N, 


> 1956-57 YEAR BOOK 
OF PEDIATRICS 


Edited by Sydney S. Gellis, M.D., Professor of 
Pediatrics and Chairman of the Department of 
Pediatrics, Boston University School of Medi- 
cine, Boston. 480 pages. 1956, The Year Book 
Publishers, Inc., Chicago. $6.75. 


The current volume of this popular annual 
series contains abstracts of articles appearing in 
the world medical literature for the period June 
1955 to June 1956. As in previous volumes. arti- 
cles are grouped into special topics or bodily 
systems for convenient reference. The editors’ 
and reviewers’ comments on many of the papers 
provide excellent criticism and offer construc- 
tive suggestions relative to the subjects reviewed. 

In his foreword, the editor calls attention to 
the decline in articles dealing with retrolental 
fibroplasia as the incidence of this disease de- 
creases. He also warns of the iatrogenic disturb- 
ances resulting from inept use of powerful new 
agents in treatment for which the physician is 
responsible. If physicians are to adhere to the 
ancient tenet nolle nocere, constant vigilance and 
the ability to judge critically and accurately the 
results in treatment by the newer agents are re- 
quired. He points to the problems of poliomyeli- 
tis vaccination, antibiotic-resistant staphylococci 
and unwarranted roentgen irradiation as areas 
of concern to physicians. Careful perusal of Dr. 
Gellis’ year book should help physicians reduce 
the incidence of iatrogenic errors. 

Ss. D. M. 


(Continued on page A-130) 
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_..try 
meyenberg 
goat milk first! 


Evaporated or Powdered, Meyenberg (the original) 

Goat Milk is a natural milk likely to give prompt essa t 

control of cow’s milk allergy. It provides a soft, = 

readily-digestible curd . . . will not cause the diarrhea 

often associated with milk substitutes. For 
Meyenberg Goat Milk is nutritionally equivalent information \ serving the 

to evaporated cow’s milk in fat, protein 

and carbohydrates. Since 1934 


Specify Meyenberg Goat Milk First. Evaporated 
in 14-ounce enamel-lined, vacuum-packed cans. 
Powdered in 14-ounce, vacuum-packed cans. 
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To the future... 


A young woman needs the help of those 
concerned with human welfare... to 
build and maintain a healthful future for 
herself and her children. 

A good diet is needed before preg- 
nancy to insure optimum growth of all 
tissues and adequate storage of calcium 
in the skeleton... and during pregnancy 
to prevent any undue nutrient loss from 
maternal tissues, and to permit storage 
of nutrients in the body of the growing 
infant. Nutritional supplements are gen- 
erally neither effective nor economical 
substitutes for a good diet and do not 
provide opportunity for correction of 
faulty eating habits. Their use without 
evidence of deficiencies requires critical 
appraisal by obstetricians, according to 
conclusions of a team of scientists who 
studied dietary intakes of more than two 
thousand pregnant women, evaluating 
health and nutritional status of mothers 
and infants. 

Among 404 pregnant women on mar- 
ginal diets, incidence of prematurity was 
found to be greater among those whose 
nutrient intakes were lowest. Of 227 
mothers whose diets were rated best, 4 


per cent of the infants were premature. 
Of 177 mothers whose diets were rated 
poorest, 9.6 per cent of the infants were 
premature. The diets of these women 
were particularly low in calcium because 
of a low milk intake. 

Four cups of milk each day during 
pregnancy .. . and six cups during lacta- 
tion ... todrink . . . used in food prepara- 
tion . . . as cheese or ice cream . . . will 
provide most of the calcium needs of 
these reproductive periods . . . and gen- 
erous quantities of high quality protein 
and other essential nutrients. 

In planning meals for the mother-to- 
be, milk and milk products are founda- 
tion foods for good eating and good 
health. 


The nutritional statements made in this adver- 
tisement have been reviewed by the Council on 
Foods and Nutrition of the American Medical 
Association and found consistent with current 
authoritative medical opinion. 


Since 1915 ... promoting better health 
through nutrition, research and education. 


NATIONAL DAIRY COUNCIL 
“ae A non-profit organization 
111 N. Canal Street + Chicago 6, III. 


THIS ADVERTISEMENT IS ONE OF A SERIES. REPRINTS ARE AVAILABLE UPON REQUEST 
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Every 


Many women experiencing ovarian decline suffer needlessly from a variety of symptoms 
which often simulate disorders from causes other than estrogen deficiency.’ These decep- 
tive symptoms may include headaches, insomnia, anxiety and depression, arthralgias, pal- 
pitations, and cold extremities. The classical “hot flushes” and amenorrhea may or may 
not occur simultaneously. 


Such manifestations are often seen not only at the menopause, but even years before 
(premenopausal syndrome) or many years after (postmenopausal syndrome) . These less 
readily recognized symptoms of estrogen deficiency serve to emphasize the vital part 
estrogen plays as “. . . one of the most important metabolic regulators of the organism . . .”” 
and its influence on all the tissues of the body.* 


Adequate submenstrual estrogen levels are necessary to fulfill important metabolic func- 


woman who suffers from estrogen deficiency deserves 


tions and should, therefore, be maintained. Thus, in ovg 
specific treatment and should not be denied the patien 


Replacement therapy with “Premarin” promptly relieve 
pause and the pre- and postmenopausal syndrome. |! 
“Premarin” show “...a striking improvement in the se 


“Premarin” contains all the naturally occurring compone 
meticulously preserved in the form of water-soluble c: 
notably well tolerated and capable of participating i 
potencies of “Premarin” tablets facilitate dosage contr 


Fifteen years of clinical acceptance and the steadily i 
shown that it is the choice of thousands of physicians. 
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“Premarin” contains all the naturally occurring components of the 
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Fifteen years of clinical acceptance and the steadily increasing 
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A “SENSE OF WELL-BEING" 
IS A WOMAN’S PREROGATIVE... 


it means a fuller life and 


greater enjoyment of everyday living 


“Premarin” promptly relieves distressing menopausal symptoms and imparts a 
gratifying “sense of well-being.” The initial daily dosage is 1.25 mg. After four 
or five days, if the response is insufficient, the dosage is increased to 2.5 and up 
to 3.75 mg. daily, in divided doses. When symptoms are under control, the dosage 
may be gradually reduced to a maintenance level of 0.625 mg. daily or less. 
Cyclic therapy in approximately 21 day courses with rest periods of five to seven 
days is recommended. 


“Premarin” presents the complete equine estrogen-complex. Has no odor—imparts 
no odor. 
Supplied: Purple tablets 2.5 mg. (20’s, 100’s and 1,000’s), Yellow tablets 1.25 
mg. (100’s and 1,000’s) , Red tablets 0.625 mg. (100’s and 1,000’s) , Green tablets 
0.3 mg. (100’s and 1,000’s) , Liquid 0.625 mg. per 4 cc. (tsp.) in 120 cc. (4 fl. 
oz.) bottles. 


"Premarin: 


in the menopause and 


pre- and postmenopausal syndrome 


Ayerst Laboratories * New York, N. Y. « Montreal, Canada 1 


BIBLIOGRAPHY: 1. Malleson, J.: Lancet 2:158 (July 25) 1953. « 2. Goldzieher, M. A., and Gold- 
zieher, J. W.: Endocrine Treatment in General Practice, New York, Springer Publishing Company, 
Inc., 1953, chap. 2, p. 25. © 3. Smith, G. Van S., in Williams, RK. H.: Textbook of Endocrinology, 
Philadelphia, W. B. Saunders Company, 1950, chap. 6, p. 352. » 4. Hamblen, E. C., in Stieglitz, E. J.: 
Geriatric Medicine, ed. 2, Philadelphia, W. B. Saunders Company, 1949, chap. 41, p. 672. * 5. Glass, 
S. J., and Rosenblum, G.: J. Clin. Endocrinol. 3:95 (Feb.) 1943. 
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*Raudixin reduces mental tension 


Tranquilizing Raudixin reduces the mental tension which plays a 
significant role in hypertension... reduces mental tension as yet 
unrelated to physical symptoms, 


*Raudixin reduces hypertension 


Blood pressure lowering effect is gradual, sustained in hypertensives 
... little or no hypotensive effect is produced in normotensives. 


*Single daily dosage 


Discourages promiscuous over-use by patients . . . not habit-forming. 


SQuissB Squibb Quality—the Priceless Ingredient 
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Books received are acknowledged in this de- 
partment. As space permits, books of principal 
interest to our readers will be reviewed more ex- 
tensively. Additional listings will be found en page 
166 of this issue. 


Year Book of Obstetrics & Gynecology. 1956-1957 
Series. Edited by J. P. Greenhill, M.D., Professor of 
Gynecology, Cook County Graduate School of Medicine, 
Chicago. 502 pages with 82 illustrations. 1956, The Year 
Book Publishers, Inc., Chicago. $6.75. 


Low-Fat Cookery. By Evelyn S. Stead, A.B. and Gloria 
K. Warren, B.S., in Nutrition. 184 pages with over 150 
recipes. 1956, The Blakiston Division, McGraw-Hill 
Book Company, Inc., New York, Toronto and London. 
$3.95. 

Training of the Lower Extremity Amputee. By 
Donald Kerr, B.B.A., Director, National Institute for 
Amputee Rehabilitation, Lodi, New Jersey, and Signe 
Brunnstrom, M.D., Consultant in Amputee Training, In- 
stitute of Physical Medicine and Rehabilitation, New 
York University-Bellevne Medical Center, New York 
City. 272 pages with 153 figures. 1956, Charles C Thomas, 
Springfield, Illinois. $6.50. 


Diseases of the Breast. By C. D. Haagensen, M.D., 
Professor of Clinical Surgery, The College of Physicians 
and Surgeons, Columbia University, and Director of 
Surgery, The Francis Delafield Hospital, Columbia, New 
York. 751 pages with 404 figures and 25 charts. 1956, 
W. B. Saunders Company, Philadelphia and London. 
$16.00. 


PHENAPHEN 
PLUS 


HEAD COLD 


each coated tablet: 

Phenacetin(3gr.). ..... 194.0 mg. 
Acetylsalicylic Acid (2% gr.) . 162.0 mg. 
Phenobarbital (4% gr.) . . . 16.2 mg. 
Hyoscyamine Sulfate + 0.031 mg. 
Prophenpyridamine Maleate. . 12.5 mg. 
Phenylephrine Hydrochloride . 10.0 mg. 


Principles of Clinical Electrocardiography. By \jer- 
vin J. Goldman, M.D., Assistant Chief of the Medical 
Service and Cardiologist, Oakland Veterans Adminisira- 
tion Hospital, Oakland, California. 310 pages, illustrated. 
1956, Lange Medical Publications, Los Altos, Califor- 
nia. $4.50. 


The Patient Speaks. By Harold A. Abramson. M.D., 
Associate Attending Physician and Chief of the Allergy 
Clinic, The Mount Sinai Hospital, New York City. 239 
pages. 1956, Vantage Press, Inc., New York City. $3.50. 


Pre- and Postoperative Care in the Pediatric Sur- 
gical Patient. Edited by William B. Kiesewetter, M.D.. 
Associate Professor of Surgery, University of Pittsburgh 
School of Medicine, Pittsburgh, with 16 contributors. 
347 pages. 1956, The Year Book Publishers, Inc., Chi- 
cago. $7.00. 


Bone Structure and Metabolism. Ciba Foundation 
Symposium. Edited by G. E. W. Wolstenholme, O.B.E., 
and Cecilia M. O’Connor, B.Sc. 299 pages with 121 
illustrations. 1956, Little, Brown & Company. Boston 
and Toronto. $8.00. 


Anesthesia for Surgery of the Heart. By Kenneth K. 
Keown, M.D., Associate Professor of Anesthesiology, 
Hahnemann Medical College and Hospital, Philadelphia. 
A monograph in the American Lectures in Anesthesiolo- 
gy, edited by John Adriani, M.D., Director, Department 
of Anesthesia, Charity Hospital of Louisiana, New Or- 
leans. 109 pages. 1956, Charles C Thomas, Springfield, 
Illinois. $3.75. 


GD... 


effective 
practical 
A specific immunizing antigen for prevention of 
mumps in children and adults where indicated. Im- 
munizes for about one year. 
LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 
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outlook: 
SNOW 
SHOVELS 


time for 


yzin of tetrahydrozoline hydrochloride 


a preferred nasal decongestant 


Immediate nasal patency lasting up to 
6 hours or longer following a single dose. 


Odorless and tasteless and well tolerated. 
Virtually no sting, burn, irritation or 
CNS stimulation. 


Supplied: TYZINE Nasal Solution, 1-oz. dropper 
bottles, 0.1%. TYZINE Nasal Spray, 15 cc., in plastic 
bottles, 0.1%. TYZINE Pediatric Nasal Drops, 
0.05%, with calibrated dropper for precise dosage. 


PFIZER LABORATORIES, Brooklyn 6, New York 
Pfizer Division, Chas. Pfizer & Co., Inc. 


Note: As with certain other widely 
used nasal decongestants, overdosage 
may cause drowsiness or deep sleep 

in infants and young children: 

KEEP OUT OF HANDS OF CHILDREN 

OF ALL AGES, TYZINE Nasal Spray 
and TyZINE Nasal Solution, 0.1%, 

are not recommended for use in 
children under six. When using 

Tyzine Nasal Spray in the plastic 
bottle, it should be administered 

only in an upright position. 
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Coast 
Lovisiana 


Antihistaminic actic 
Sedative action 


DIGO 


provides the 
ereater margin of safety 


of a brief latent period 


and optimum rate of elimination 


for dependable 


digitalization and maintenance 


Tablets: 0.25 mg. (white) and 0.5 mg. (green) 
Pediatric Elixir: 0.05 mg. in each ce. 
Ampuls: 0.5 mg. in 2 ce. 


*‘Lanoxin’ was formerly known as Digoxin “B. W. & Co.’ The new name has been 
adopted to make easier for everyone the distinction between digoxin and digitoxin. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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does not give... 


sense 


TABLETS, 0.1 mg., 0.25 mg. (scored), 1 mg. (scored), 2 mg. (scored), and 4 mg. (score! ( 
ELIXIRS, 0.2 mg. and 1 mg. per 4-ml. teaspoon. 


* 
“4 pe 


does give... Serpasil 


Serpasil provides more than euphoria— more than temporary es- 


a cape from the stresses and strains that are actually a “‘normal’’ 
em A iG Na part of life. Rather, Serpasil sets up a ‘‘stress barrier’ against 
anxiety and tension the patient would otherwise find intolerable. 


In a low, once-a-day dose Serpasil keeps out external pressures 
long enough for the emotionally disturbed individual, with your 
help, to deal calmly with his internal conflicts. 


Although it is a first choice in hypertension, Serpasil does not 
(scart CI BA significantly lower blood pressure in normotensive patients. 
SUMMIT, N. J. 
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To win a “loss 

is easier 

9 for both you and 

is your patients when you 

prescribe 
BIPHETAMINE 


because you can be sure of 


PRE-DETERMINED APPETITE 
CURBING to ‘Strasionic’ —sustained 
ionic—release. ‘‘... 90% of the patients 


reported satisfactory or excellent effects REFERENCES: 
(curbing of appetite for 10 to 14 hours).’”! 1. Freed, S. Charles; 
iii Keating, J. W.; Hays, E. E.— 
PATIENT APPRECIATION. “High Annals of Internal Medicine 
enthusiasm (observed by) investigators... 44, 1136 (June 1956) 
In addition to the excellent effect of the . 2. Freed, S. Charles—GP VII, 
BIPHETAMINE, this single dosage form 63 (1953) 


was more convenient.’”! 


PREDICTABLE WEIGHT LOSS. 
Freed and others':23 report dependable 
appetite suppression and striking weight 
loss with one Biphetamine capsule daily. 


3. Freed, S. Charles and 
Mizel, M.—Annals of Internal 
Medicine 36, 1492 (1952) 


hs 4 Rx Biphetamine 12% mg. or Biphetamine 20 mg. capsules containing a mixture of 
equal parts of amphetamine and dextro amphetamine in the form of a resin complex. 


BIPHETAMINE’~ 


RESIN 
PRE-DETERMINED ANOREXIA enh (, 
PREDICTABLE LOSS.OF WEIGHT ( 


For Literature and Samples, write R. JU. Strasenburgh Co., Rochester, N.Y., U.S.A. 
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COMPLAINTS 


DATE “7, “sh 


PHYSICAL FINDINGS  Puise 


DIAGNOSis 


TREATMENT 


Start all your hypertensives on RAUVERA 
for greater SAFETY 


Safety is a distinguishing feature of Rawvera, a potent antihypertensive 
agent with safeguards inherent in the purified mixed alkaloid fractions, 
alseroxylon (1 mg. per tablet) and alkavervir (3 mg. per tablet). The 
risks of depression, postural hypotension or reduction of blood pressure 
to undesirable levels are virtually absent with Rauvera. Patients can 


be started routinely on Rauvera, and therapy can be continued over long 
periods of time. 


More EFFECTIVE therapy Alseroxylon and 


alkavervir combined are much more effective than either drug used 
alone. The resulting additive if not synergistic action provides full 
antihypertensive effects with relatively smaller doses of each drug and 
with fewer side actions. 


SMITH-DORSEY: Lincoln, Nebraska «a division of The Wander Company 
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Each ce. provides phenylephrine HC! 3.6 mg, neomycin sulfate 1.5 mg. (equiv- 
2 alent to 1 mg. of neomycin base), and hydrocortisone 9.6 ma., in 
a 10 cc, leakproof, spillproof vials with metered-dose valve 


and sterilizable unbreakable plastic nasal adapter. 


Unvarying Measured-Dose 
Nasal Medication 


Reaching the Entire Paranasal Mucosa 


ANTI-INFLAMMATORY Neutralizes the 
exudative phase of tissue reaction 


VASOCONSTRICTIVE Counteracts hyperemia 
of nasal and paranasal mucosa 


ANTIBIOTIC Attacks bacterial invasion 
directly 


DECONGESTIVE Diminishes edema and 
hypersecretion... opens sinus ostia 


— Med i ha ler- Phen... an ethical prescription item...—— 


makes squeeze bottle and dropper medications obsolete 


Medihaler-Phen isself-powered,measured- ured nebular cloud is gently ejected, re- 


dose vaporized medication providing effec- 
tive relief for congested nasal and para- 
nasal mucosa. 

Its active ingredients— phenylephrine 
HCl, hydrocortisone, and neomycin sul- 
fate—are in wide clinical use. In Medihaler- 
Phen, for the first time, they are blended 
with an inert, nontoxic aerosol propellent, 
and are made more effective with a pene- 
trating surfactant. An accurately-meas- 


gardless of how the Medihaler-Phen valve 
is compressed—not part spray, part stream 
as with spray bottles—not an irritating, 
powerful jet—no drops of liquid which 
tend to run out of the nasal passages. 

Because of the extremely small, uniform 
particle size of Medihaler-Phen nebuliza- 
tion, less medication is required to decon- 
gest the mucosa and open the ostia of 
paranasal sinuses. 
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RHINITIS 
SINUSITIS 
PHARYNGITIS 


due to upper respiratory infections and allergies 


tissue compatible 
ereater effectiveness 
longer lasting 


no rebound 


vest pocket size 


Medihaler-Phen is Safe 


... FOR CHILDREN, TOO 


Repeated use does not result in tachyphylaxis. . . . Does not 
possess the cardiac and nervous system-stimulating actions 
characteristic of other topical vasoconstrictors. . . . Even gross 
overdosage does not lead to drowsiness or deep somnolence in 
children. . . . Concentration of hydrocortisone effective locally, 
but produces no systemic effect. . .. Penetrates “‘mucous blanket’”’ 
of nasal mucosa without irritation. 


OTHER USES Medihaler-Phen is also valuable in the 
symptomatic treatment of “‘postnasal drip’’ due to 
excessive smoking, air pollution, steam heating, etc. 


ANOTHER \Riker) FIRST 
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‘*A GOOD PRESENT DAY ALL-PURPOSE DIGITALIS...GITALIGIN 
PREPARATION WHICH HAS A WIDER MARGIN OF SAFETY...’’* 


VISUAL HEART CLINIC—ONE OF A SERIES 


RHEUMATIC HEART DISEASE e MITRAL STENOSIS AND INSUFFICIENCY 


ROENTGEN CONFIGURATION— Postero-anterior examination—moderate heart enlargement—right ventricular en- 
largement—prominence of pulmonary artery segment. 


Taken from White Laboratories’ Technical Exhibit, American Medical Association 105th Annual Meeting, Chicago, June 11-15, 1956, 


Every year since 1950 when Batterman, et al., 
published the results of their study of 230 car- 
diac patients, clinical evidence has repeatedly 
confirmed the therapeutic advantages of 
GITALIGIN. 


«) Widest safety margin of any currently 
available digitalis glycoside (average ther- 
apeutic dose only 1/3 the toxic dose; in 
contrast, therapeutic doses of other prep- 
arations are approximately 2/3 toxic dose) 


For initial digitalization and maintenance, 
GITALIGIN has proved to be “‘the digitalis of 
choice” for these significant reasons: 


(2) Uniform clinical potency 
(3) Moderate rate of dissipation 
(4) Short latent period 


Patients now being maintained with other cardiotonics can be easily switched to GITALIGIN: 0.5 mg. of 
GITALIGIN is approximately equivalent to 0.1 Gm. digitalis leaf, 0.1 mg. digitoxin, 0.5 mg. digoxin. 


(WHITE’S BRAND OF AMORPHOUS GITALIN) 


TABLETS—BOTTLES OF 30, 100. AND 1000 


GITALIGIN 


DROPS 30 CC. BOTTLES WITH DROPPER CALIBRATED 
#OR 0.05, 0.1, 0.2, 0.3, 0.4 AND 0.5 MG. 


INJECTION—S CC. AMPULS CQNTAINING 2.5 MG. (0.5 MG. PER CC.) OF GITALIGIN, PACKAGES OF 3 AND 12 AMPULS. 


White Laboratories, Inc. Kenil worth, New Jersey 


*enRiicn, J.C.: ARIZONA MED. 12:239 (JUNE) 1955 
BIBLIOGRAPHY FURNISHED ON REQUEST 
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to help assure a nutritionally perfect pregnancy 


Each Engran Tablet supplies: 


Vitamin A 5,000 U.S.P. Units 
Vitamin D 500 U.S.P. Units 
Vitamin K (as menadione) . 
Thiamine mononitrate . 3mg. 
Riboflavin 
Pyridoxine HCI .... 
Vitamin B,2 activity concentrate . 
Folic acid 
Niacinamide 
Calcium pantothenate ............. 
Ascorbic acid ae 
Calcium, elemental 
(as calcium carbonate 375 mg.) 
(as ferrous sulfate exsiccated 33.6 mg.) 
(as potassium iodide 0.2 mg.) 
Potassium (as the sulfate) 
Copper (as the sulfate) 
Magnesium (as the oxide) 
Manganese (as the sulfate) 
Zinc (as the sulfate) 


... 0.25 mg. 
.... 20 mg. 

. 75 mg. 
150 mg. 


ENGRAN 


Squibb Vitamin-Mineral Supplement 


TERM-PAK 


250 economical Engran tablets plus attractive, 
purse-size, tablet dispenser 


maximal dosage convenience 
just 1 small tablet daily 


new convenient package 
just 1 bottle holds nutritional 
support for the full term 


for greatest patient cooperation 
in prenatal supplementation 


Also available: 
Engran tablets, bottles of 100 and 1000. 


“ENGRAN’® AND ‘TERM-PAK* ARE SQUIBB TRADEMARKS 


. | 
SQUIBB Squibb Quality—the Priceless Ingredient 


Meat... 


and the Need for Reasonable Amounts 
of Fat to Maintain Good Health 


The place of dietary fat in human nutrition is being widely dis- 
cussed. Scientists who know tell us that some fat is desirable in 
our everyday diet whether body weight has to be reduced or not. 


Why are fats important to good health? Because they con- 
tribute to the processes of growth and replacement of tissue. 
Because they are an important source of calories. Because they 
make foods more inviting and better tasting. 


Despite great advances in nutritional knowledge the exact 
role of fat in the diet is not yet fully defined. Yet it is known that 
some fat is necessary in healthful day-to-day nutrition. 


For good health, good nutrition, and tastier meals, be sure 
there is some fat—in reasonable amounts—in your daily diet. 
Meat—the most versatile of high protein and B vitamin foods— 

because of its many varieties and cuts is an excellent vehicle to 

provide this essential fat in any amount desired. Animal fat 
products, such as lard, are not only economical, but add delight- 
fully to the taste appeal of hundreds of recipes. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion 


American Meat Institute 
Main Office, Chicago... Members’ Throughout the United States 
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SYMPTOMATIC 
RELIEF...PLUS! 


ACHROCIDIN 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND 


ACHROCIDIN is particularly valuable in treating acute 
respiratory infections during epidemics or when ques- 
tionable middle ear, pulmonary, nephritic, or rheumatic 
signs are present. 


ACHROCIDIN Offers early, potent therapy against such 

Tablets disabling complications as otitis media, sinusitis, bron- 

and chitis to which the patient may be highly vulnerable at 
this time. 


Syrup Included in the comprehensive ACHROCIDIN formulation 
are the analgesic components recommended for prompt 
relief of common cold symptoms. 


Adult dosage for ACHROCIDIN Tablets and new, caffeine- 
free ACHROCIDIN Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dosage for children ac- 
cording to weight and age. 

Available on Prescription Only 

Each tablet contains: 

ACHROMYCIN® Caffeine 30 mg. 


Tetracycline 125 mg. Salicylamide 150 mg. 
Phenacetin 120 mg. Chlorothen Citrate 25 mg. 


t Lederte ) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
Trademark 
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PROTEIN FRACTIONS 


| 
LIPID FRACTIONS 


| ELECTROPHEROGRAMS | 


NORMAL 


NORMAL | 


HYPERLIPEMIC | 
- —> + 


HYPERLIPEMIC 


NORMAL 
HYPERLIPEMIC 


/ 


3 cm 


ODUF- Optical Density Units 


DENSITOMETRIC PROFILES 


NORMAL 
HYPERLIPEMIC 


BLOOD DRAWS ITS OWN PROFILE 


Here’s one of the most ingenious methods of 
blood analysis! A small strip of paper in an 
electric field paints a picture that’s worth a 
thousand calculations! 


Principle: The phosphatides and phospha- 
tide-containing complexes travel along the 
electrified path of the paper strip allowing 
identifiable protein and lipid complexes to be 
deposited at various points. Where the phos- 
phatide content is insufficient, electroneutral 
lipids (cholesterol, neutral fat) are set free to 
remain at the starting point. Thus we obtain 
the characteristic tell-tale density zones of the 
electrophoretic profile. 


Significance: Paper electrophoresis provides 
demonstrable physical evidence in disturb- 
ances of lipid metabolism and in associated 
disease states. Characteristic patterns have 
been obtained in hypercholesteremia, hyper- 
lipemia, lipoid nephrosis, etc.; electrophoretic 


profiles from various species illustrate their 
relative predisposition to atherosclerosis. 


Application: Paper electrophoresis is now 
being used to investigate the influence of 
dietary supplementation with “RG” Lecithin 
upon lipoprotein patterns in patients with 
lipid metabolism disturbances. 


Glidden’s “RG” Lecithin consists of 90% 
natural phosphatides in dry, free-flowing 
granules refined from soybeans. It is the only 
lecithin made expressly for medically in- 
dicated dietary purposes. 


“RG” Lecithin is well tolerated and readily 
utilized by the body. There are no contrain- 
dications. Daily dietary supplement: 1 table- 
spoonful (7.5 Gm.) in juices or on cereals. (Up 
to 60 Gm. daily are used in clinical trials.) 


Literature on lecithin in health and disease 
available on request. 


RG® LECITHIN cietery suppioment 


The Glidden Company + Chemurgy Div., 1825 N. Laramie Ave., Chicago 39, III. 
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In 


allergic 
eczemas 


Meti-Derm CREAM 0.5% 


(METICORTELONE, free alcohol) 


Meti-Derm OINTMENT 0.5% 


with Neomycin 


each in 10 Gm. tubes 


E 2 
Aas, - 
J 
4 
—— 
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excellent response in eczematous dermatoses 


Meti-Derm CREAM 0.5% 


(METICORTELONE, free alcohol) 


water washable —stainless 
benefits allergic dermatoses, usually without irritation 


Meti-Derm OINTMENT 0.5% 


with Neomycin 


5 mg. METICORTELONE and 5 mg. Neomycin Sulfate 
advantageous when infection is present or suspected 


Each in 10 Gm. tubes 


Merti-Derm,* brand of prednisolone topical. 
MerticorTELone,® brand of prednisolone. 


*T.M. MD-J-217 


sa 
+ 
Fy 
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Sterile Lubricant 


new single-use KY ster Lubricant 


guarantees a sterile jelly for each application. No lost caps 
. .. no contamination. 


ANOTHER QUALITY PRODUCT FROM THE RESEARCH LABORATORIES OF 
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——@, Double-Quick 


Dual-Powered 


Chimedic 


In urinary tract infections, URISED’s double-quick 
and dual-powered formula provides instant pain relief and 
prolonged effectiveness. 


RELAXES PAINFUL /n minutes—URISED relaxes and relieves painful smooth muscle 
MUSCLE SPASM spasm through the parasympatholytic action of atropine, 
hyoscyamine and gelsemium. Spasm is quickly overcome, 
emptying of the bladder facilitated, urinary retention minimized. 


PROVIDES POTENT /n minutes—URISED’S methenamine, salol, methylene blue 
BACTERIOSTASIS = and benzoic acid police the urinary tract to combat bacterial 
growth, reduce bacterial and pus-cell content, and 
encourage healing. 


ACTIVE AGAINST URISED’s double-quick antispasmodic and pain-relieving 
ALL SYMPTOMS action is coupled with similar swiftness in relieving urgency, 
dysuria, frequency, and burning. 


URISED may be confidently prescribed for treatment of Cystitis ° 
Pyelitis - Prostatitis + Urethritis - Other Urinary 
Infections + There is virtually no danger of untoward reactions. 


Send for literature and clinical trial supply of URISED 


CHICAGO PHARMACAL COMPANY 


SUPPLIES: Bottles of 5547 N. Ravenswood Ave., Chicago 40, Illinois 
100, 1000, 2000 


Pacific Coast Branch 
381 Eleventh St., San Francisco, Calif. 
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for the objective symptoms gig 
for the subjective distress _ 


the first 
and only 
ataraxic- 
corticoid 


provides the anti-rheumatic, 
anti-inflammatory action of the most 
effective steroid, STERANE,® complemented by 
the superior central tranquilizing effects of 
ATARAX.® Minimal disturbance of fluid and 
electrolyte metabolism; no mental fogging 
or major toxicity in ataractiec action, 


FOR UNMATCHED RESPONSE AND 
MANAGEMENT IN RHEUMATOID ARTHRITIS... 
4 ¢ AS IN OTHER COLLAGEN DISEASES, BRONCHIAL 
ASTHMA, INFLAMMATORY DERMATOSES, 


Supplied: Each green, scored 

ATARAXOID Tablet contains 5 mg. prednisolone 
(STERANE) and 10 mg. hydroxyzine hydro- 
chloride (ATARAX). Bottles of 80 and 100. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. . 
Brooklyn 6, New York 
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MERATRAN Pro 
Profile No. 1 QCIAL STRESS 


Age: 
ge: 3/ Occupation: 
hief Complaint: 


Cored, App 


Secon 
dary Atodkacheg, Nome, Aégtiurbed, 
tions: fre frome a 


Response: 


Results: 
, 


In doses individualized 


One more case in point for 
to the patient, Meratran 
produces a subtle, 


Mera 
action, protonged 
effectiveness, and well-. 4 


in functional fatigue and mild depressio  peing vthout jitters 
or apprehension. 
— tionall las without euphoria There is no significant 
err y effect on blood pressure 
ired and ; or respiration, little 
pressed patients or no insomnia, 
to thelr usual . > without rebound no effect on norma 
M level of alertness, appetite, no tolerance of 
Si errell interest and pro drug habituation; 
ductivity. wide range of safety. 
exclu: 
original aay product THE WILLIAM s. MER RELL COMPANY Dose: 6 me. daily, adjusted 
research New York + CIN CINNATI °* St. Thomas, Ontario do ment to patient need. 
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Case history from the actual files of an eminent physician; photo professionally posed. 


Diagnosis of Thyroid Function 


Simplified with Radioisotopes 


Patient is given a radioiodine cap- The routine use of radioactive iodine (I!31) as an aid in the 


sule or solution by mouth. Identical 
dose is set aside as a ‘‘standard."’ 


diagnosis of thyroid function has progressed to the point 
where every hospital, clinic and private physician should 
consider the merits of an isotope program. 


The Mediac, shown in use at the left, is just one of a 

complete line of medical instruments manufactured by 

Nuclear-Chicago for use with radioactivity. Designed for 

‘ the clinic or private physician, operation is simple, fool- 
te proof and rapid. Its price is surprisingly low. 


ured* inthe phantom neck. A single 

control then adjusts the ‘ME ° 

forthe patient. Write for our catalog “‘O” for full information on the 
Mediac and other clinical radioisotope measuring equip- 
ment as well as complete details on fulfilling AEC 


requirements. 


Leaders in Making Radioactivity Count 


Ae e ar Aica Oo 


take of radioiodine is directly re- 
lated to thyroid function and shown 
as per cent of administered dose. 


Nuclear Instrument and Chemical Corporation 
——- 259 West Erie Street, Chicago 10, Illinois 
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instant, deep anesthesia 


of accessible mucous membranes 


XYLOCAINE® JELLY asrna 


(Brand of lidocaine*) 


a new form of the widely accepted injectable 
Xylocaine Hydrochloride 


© Provides more effective anesthesia of longer 
duration than any comparable preparation used in the 
genito-urinary tract, ear, nose and throat. 


© Establishes immediate, intimate and prolonged 
contact with mucous membranes due to the low surface tension 
and high viscosity of its water-miscible base. 

© Effectively lubricates for easier instrumentation. 


® Nonstaining .. . easily removed with water... 
nonsensitizing and nonirritating. 

Xylocaine Jelly contains 2% Xylocaine Hydrochloride in a sterile aqueous 
jelly adjusted to suitable viscous consistency with carboxymethylcellulose. 
Supplied in collapsible tubes which deliver at least 30 cc. 


A detachable applicator cone and a key for expressing contents 
are included in each package. 


*U.S. Patent No. 2,441,498 
Xylocaine Jelly is now made available at the 

request of many physicians, surgeons, and 
anesthesiologists who routinely use Xylocaine Solution. 


ASTRA Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 
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acting Nembu-Serpin makes 


and well-being from the very first day 
And fast- 


of Nembu-Ser 
duces the incidence of side effects. Com- 


lower reserpine dosages effective, re- 


lone. 
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mulative response to reserp 
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Patients experience a new sense of calm 
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and reserpine in Nembu- 
you avoid prolonged waitin 


702059 
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bines 30 mg. Nembutal Calcium and 
0.25 mg. reserpine. 


for milder cases/for maintenance therapy: 


® 
embu-Serpin 
Nembu-Serpin is also available in 1% strength, 


combining just 15 mg. Nem- ®Filmtab—Film-sealed tablets ®Nembutal—Pentobarbital, Abbott 


butal Calcium and 0.1 mg. Ob Rott 


reserpine in each Filmtab. 


calmer davys...more restful nights | 
valmer days...more restrul | 
beginning first day of treatment | — 

ay 
es 
re- a 
m- 


Well, I always prescribe Rorer’s Maalox. It’s an 


excellent antacid, and patients will take it indefinitely.’’ 


MAALOx“ suspension, bottles of 12 fluidounces ‘sample on request); tablets, bottles of 100. 
Anefficient antacid suspension of magnesium-aluminum hydroxide gel; tablets, 0.4Gm. 


WILLIAM H. Rorer, INC. 4865 Stenton Ave., Philadelphia 44, Pennsylvania 
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establishing 
desired 
eating 
patterns 


and the 60-10-70 Basic Plan 


In the development of good eating habits, there 
are three essentials: supervision by the physician, 
selective medication, and a balanced eating plan.'’” 


Obedrin contains: Formula 


e Methamphetamine for its anorexigenic and mood- 


Semoxydrine (Methamphet- 
lifting effects. 


amine HCl) 5 mg.; Pentobarbital 
e Pentobarbital as a balancing agent, to guard against 20 mg.; Ascorbic acid 100 mg.; 
excitation. Thiamine HCI 0.5 mg.; Riboflavin 


Vita~ins B, and B, plus niacin to supplement the diet. 


e Ascorbic acid to aid in the mobilization of tissue fluids. 1. Eisfelder, H.W.: Am. Pract. & Dig. 


Treat. 5:778 (Oct., 1954 
Since Obedrin contains no artificial bulk, the hazards on - ’ 


of impaction are avoided. The 60-10-70 Basic Plan 
provides for a balanced food intake, with sufficient 

. 3. Sherman, R.J.: Medical Times, 
protein and roughage. 82:107 (Feb., 1954) 


The 3. MASSENGILL Company 


and samples of Obedrin Bristol, Tennessee 
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dangerous... } 


4% 


BO min. 


antibacterial 
concentrations in urine 


nes. 


turbid urine frequently clear 


8 days 


most patients 
symptom-free 


FURADANTIN’/ 


URANTOIN 


for rapid eradication of infection 


In the majority of 112 cases of acute, per- 
sistent or relapsing urinary tract infections 
“nitrofurantoin [FURADANTIN] was effective 
clinically, with a pronounced improvement, 
indicated by the appearance of the urine as 
well as by verbal commendation by the pa- 
tient, within 24 to 36 hours... Some of these 
patients with seemingly impossible cases were 
cured of their infection.’’* 


FURADANTIN first because of these advantages: 
a specific for urinary tract infections + rapid 
bactericidal action + negligible development 
of bacterial resistance + nontoxic to kidneys, 
liver and blood-forming organs. 


AVERAGE DOSAGE: ADULTS—four 100 mg. tab- 
lets daily; 1 tablet during each meal and 1 on 
retiring, with food or milk. In acute, uncom- 
plicated infections, 50 mg. q.i.d. may be pre- 
scribed. If patient is unresponsive after 2 to 
3 days, increase dose to 100 mg. q.i.d. 
CHILDREN—5 to 7 mg. per Kg. (2.2 to 3.1 mg. 
per lb.) per 24 hours. 

SUPPLIED: Tablets, 50 and 100 mg. Oral Sus- 
pension (25 mg. per 5 cc. tsp.). 


* Stewart, and Rowe, H. J.: J. Am. M. Ass. 160:1221, 1956. 


&) EATON LABORATORIES, NORWICH, NEW YORK 


Nitrofurans—a new class of antimicrobiails—neither antibiotics nor sulfonamides 
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“...a new approach to wound healing..." 


Pan afi I ointment 


debrides necrotic tissue 
keeps wound clean 
promotes normal healing 


PANAFIL Ointment meets the need, in stubborn, slow-healing 
wounds, for a “...topical preparation which...can both clean 
out the resistant lesion and foster the natural healing process.” 
Confirming this dual action of PANAFIL therapy, investigators 
characterize resultant granulations as healthy and highly vas- 
cular, with subsequent epithelium soft and pliable.'* 

Three ingredients in PANAFIL Ointment provide therapy safe 
for continuous out-patient use*—yet effective in debilitated hos- 
pitalized patients :'* 


-Papain—efficient enzymatic debriding agent, harmless to nor- 
mal tissue. 


-Urea—augments the cleansing action of papain. 


«Chlorophyll derivatives—control inflammation and promote 
healthy granulation. 


PanaFIL Ointment contains papain powder 10%, urea U.S.P. 
10%, and water-soluble chlorophyll derivatives N.N.R. 0.59 in 
a hydrophilic ointment base. Available in 1-ounce and 4-ounce 
tubes on prescription only. 


Literature and samples for clinical trial available on request. 


(1) Miller, E. W.: New York State J. Med. 56:1446, 1956. 
(2) Morrison, J. E., and Casali, J. L.: Am. J. Surg., to be pub- 
lished. (3) Garnes, A. L., and Barnard, R. D.: Angiology, in press. 


PANAFIL FOR IMPROVED ENZYMATIC THERAPY 


company * MOUNT VERNON, N.Y. 
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Oatmeal 
Presents No 


Digestive 
Burden 


Quaker Oats and Mother’s 
Oats, the two brands of oat- 
meal offered by The Quaker 
Oats Company, are identical. 
Both brands are available in 
the Quick (cooks in one minute) 
and the Old-Fashioned vari- 
eties which are of equal nutri- 
ent value. 


The Quaker Oats O@mpany 


CHICAGO 


lts chemical, physical, and physiologic properties 
endow oatmeal with remarkable ease of digestion. 


In a broad series of tests the average coefficient 
of digestibility for oat protein was found to be 76 
per cent;! that for oat carbohydrate, 98 per cent;! 
that of oat fat ranged from 56 to as high as 100 
per cent.? 


Oatmeal, because of its eye appeal and pleasing 
taste, stimulates the flow of salivary and gastric 
secretions. Softly particulate in form, it is readily 
miscible with the digestive juices and presents a 
large surface area to enzymatic action, thus yielding 
rapidly to gastric and intestinal digestion. 


Oatmeal promotes comfort and efficiency of diges- 
tion throughout the gastrointestinal tract. The small 
amount of cellulosic material apparently aids in the 
breaking up of the compact gelatinous food mass in 
the stomach, thus facilitating gastric emptying.* 


Because of its chemical and mechanical blandness, 
its remarkabie digestibility, and high nutrient value, 
oatmeal merits the physician’s continued recommen- 
dation as a key dish of America’s breakfast, not only 
in the normal diet, but also whenever dietary adjust- 
ment is therapeutically indicated. 


1. Merrill, A.L., and Watt, B.K.: Energy Value of Foods... Basis 
,and Derivation, United States Department of Agriculture, 
Human Nutrition Research Branch, Agricultural Research 
Service, Agriculture Handbook No. 74, March 1955, pp. 8, 9, 
25, 32-43, 60-87. 


2. McCance, R.A., and Glaser, E.M.: The Energy Value of Oat- 
meal and the Digestibility and Absorption of Its Proieins, 
Fats and Calcium, Brit. J. Nutrition 2:221 (1948). 


3. McLester, J.S., and Darby, W.J.: Nutrition and Diet in Health 
and Disease, ed. 6, Philadelphia, W.B. Saunders Company, 
1952, pp. 189-190. 
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treat 


depression 
fatigue 
hypochondriasis 
somatically 

psychically 

- safely 


with new 


Dexazyme” 


For the first time in the treatment of de- 
pression, improvement in mentation and 
metabolism and mood is now possible 
with a single therapy—Dexazyme. 


Dexazyme elevates mood by combining 
low, safer dosages of dextro-amphetamine 
with Pentrazol.* 


Dexazyme improves mentation and clarity R Dexazyme #60 Sig.:1 (or 2) 
of consciousness through action of Pentrazol capsules, t.i.d. with meals 
and niacin. 


Dexazyme enhances metabolism by pro- v 
viding niacin, thiamine, riboflavin and ascorbic AG RAY euarmaceuticat co.. Inc. 
acid. *brand of pentylenetetrazol NEWTON 58, MASSACHUSETTS 
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Pediatric Drops 


aqueous suspension 


stabilized, soluble, no oil to block absorption, no 
oily taste or repeat, remarkably free of side effects 


ready-to-use, no refrigeration 


freely miscible in water, milk, formula, or drop 
directly on tongue 


handy, plastic dropper bottle 


accurate dosage is easy, one drop per pound body 
weight per day 


Supplied: 10 cc. plastic dropper-type bottle (cherry- 
a 100 mg./cc. (approx. 5 mg. per 
rop) 


Hydrochloride 
Tetracycline HCI Le 


ACHROMYCIN* Tetracycline ranks among the 
foremost in its field today . . . judged on its 
exceptional effectiveness against a wide range 
of pathogens, prompt control of infections com- 
monly seen in medical practice, low incidence 
of side reactions. These outstanding features 
have been repeatedly confirmed by physicians 
everywhere during more than three years of 
clinical usage. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK a> 


*Reg. Pat. Off. 


ACHROMYCIN... ACKNOWLEDGED FOR COMPETENCE 
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prepared by the 


J. K. LASSER INSTITUTE 


for 
Postgraduate 
Medicine 


A monthly service dealing with the basic problems 
of mcreasing your net income and building personal 
capital . . . in the face of today’s high tax structure 


FEBRUARY 1957 


Are Costs Of Postgraduate Study Tax Deductible? - 
Answer depends upon the type of course. This is the latest 
announced position by the government. 

"Expenditures by a (physician) for his education may be 
deductible if they are for education of a 'refresher' or similar 
type necessary to maintain (but not to advance) the skills directly 
and immediately required by (him in his practice). Among the 
factors which will be considered as indicating that education is 
of a refresher or similar type are that it is especially designed 
for, and attended primarily by, established practitioners for pur- 
poses such as keeping abreast of current developments; is of 
short duration; is not taken on a continuing basis; and does not 
carry academic credit." 


When Is A "Refresher" Course Tax Deductible? - Treas- 
ury gives us this example in explaining its new rule involving 
deductible postgraduate study. Dr. Jones, a general practitioner 
of medicine, takes a course of study to become a pediatrician, 
Dr. Smith, a general practitioner of medicine, takes a two-week 
"refresher''type course reviewing developments in several 
specialized fields, including pediatrics, for the purpose of carry- 
ing on his general practice. Dr. Jones' expenses are not deduc- 
tible. Dr. Smith's expenses (including any transportation ex- 
penses and living expenses while away from home) are deductible. 


Doctors Can Entertain And Secure Tax Deductions - for 
their entertainment expenses. In the past, Revenue agents 
universally have been disallowing deductions by physicians for 
professional entertainment. Theory: Such expenditures are 
"unethical" and even though physician incurred them, he is not 
entitled to deduction. 

The American Medical Association finally has forced the 
Treasury to retreat somewhat from this unrealistic position. In 
a letter to the Commissioner, it was pointed out that ''there are 
circumstances under which a professional obligation may rest on 
a physician to entertain other physicians,'' Treasury's recent 
reply conceded that as a matter of law, entertainment deductions 
taken by doctors are not automatically disallowable. However, 
since the A, M.A, didn't give specific examples of when enter- 


Financial Planning 
| 
| 
j 
| 
( | | ; 


tainment by doctors might be considered proper, government will 
procede slowly, evaluating each claim on its merits. 

In theory, the same tax standard and rules should apply 
to doctors as apply to other professional people and businessmen, 
In practice, that theory is not always followed. The favorable 
letter ruling is an example. It is a limited concession. The 
doctor, with some reason, may wonder if he is not placed ina 
special taxpayer category, not necessarily a favorable one. 


Expenses Of Medical Convention Are Tax Deductible - 
Your enrollment fees, transportation costs and living expenses 
while away from home attending a convention are deductible. 

Will your wife travel with you to the convention? If so, 
can you secure a deduction for expenses incurred in her behalf? 
Generally, no. But you do get a tax break. Costs incurred by 
couple normally will not be double the expenses which would be 
incurred if you went to the convention alone. Nevertheless in 
computing deductions, you base it on the amount which you would 
have spent if you had gone to the convention alone. Your deduc- 
tion is not limited to half of total expenses incurred for your wife 
and self, 


A Tax Tip For Your Nurse - The government has agreed 
certain taxpayers are allowed deductions for cost and maintenance 
of uniforms required in their work. Among taxpayers allowed 
such deductions are baseball players, bus drivers, firemen, 
jockeys, railroad employees - and nurses, You might warn your 
nurse to be careful in keeping records of cost incurred on pur- 
chasing clothing items required in her work and cost of maintain- 
ing - cleaning and laundering - of the same. Here's why. 

To secure deductions, nurse must be able to prove 
expenses were incurred in particular year and the amount of such 
expenses. One nurse failed to keep such records with result she 
was unable to furnish proof required for deduction, She lost out 
on expense deductions which otherwise would have been allowed. 


Pooling Of Medical Fees - may make you a member of a 
medical partnership. Following is not an unusual type of agree- 
ment among members of a hospital staff - and tax consequences 
resulting. 

You are a member of a hospital staff. You and other staff 
members perform medical services for ward patients. Some of 
these patients can pay for their medical care; others cannot. So 
you and all other staff members agree that fees received from 
ward patients are to be turned over to medical service fund, 
Purpose of such agreement is to make certain that each staff 
member receives an equitable share of fees paid by ward patients, 
Generally, at the end of each year substantially all fees received 
by the medical fund are distributed proportionately to staff 
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members except that small amounts are retained as reserves 
for administration expenses. 

This type of agreement creates a medical partnership even 
though never formalized as such. A partnership return must be 
filed for members. Your prorata share of fees must be reported 
as income, whether actually distributed or not. You can't avoid 
current tax on such fees by allowing them to accumulate within 
the medical fund to be received at a later date (Rev. Rul. 54-68). 


If You Were In Military Service - during World War II, 
you probably own a Gl insurance policy. Remember dividends 
on such policy are not taxable income. Veterans have received 
dividends in the past, but many still do not realize that such 
dividends are a reduction in the cost of the palicy. Amount of 
refund is not taxable income. On World War II policies, dividend 
will be about 13% larger than previous dividend. A 40-year-old 
World War II veteran with a $10,000 term-plan policy has premi- 
um cost of $102 a year paid monthly. In '57 he will get a dividend 
of about $75. The $75 refund isn't taxable income - effect of 
refund is to cut his insurance cost to $27 for the year. Your 
check will be mailed in '57 around anniversary date of your policy. 


Do You Have A Joint Bank Account? - Surprising number 
of married couples keep all bank funds in a joint account in the 
mistaken belief that joint ownership opens way for substantial tax 
savings. Joint accounts may have serious drawbacks. Say all 
funds are kept ina joint account. In some states on death of one 
spouse, joint checking and savings accounts are immediately 
frozen. Survivor can't get at funds until a state tax waiver has 
been secured, During life, there is convenience to the joint 
account, Still, it may be advisable for each spouse to keep some 
funds in a separate account to prevent financial difficulties on 
death. 


* 


Before Investing In Tax Exempt Bonds - it's advisable to 
consider some cardinal investment principles. A professional 
investor warns the neophyte that general investment rules don't 
always apply to tax exempts. 1 

On stock investment, everybody looks for growth. But 
applying that rule to tax exempts by buying only bonds issued by 
municipalities in a growth area can be dangerous. Reason: Rapid 
growth creates immediate demand for many municipal services - 
and that means added costs to be recovered through additional 
taxes, The tax structure of a community can become overburdened 
with direct relationship to safety of your investment. 
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Consider also the types of tax exempts available. Tax 
exempts generally fall into two categories: (1) General obligation 
bonds backed by full faith and credit of issuing community and 
(2) Revenue bonds, interest and principal on which, are payable 
only out of revenues of a particular project, e.g., toll bridge, 
turnpike, etc. Usually, first will offer greater safety than second - 
but don't apply that rule indiscriminately. For instance, electric 
and gas revenue bonds of San Antonio, Texas have a higher rating 
than that city's general obligations. Same is true of Seattle. That 
city's revenue bonds covering its electric system are rated triple- 
A while city's general obligations carry only an A-rating. 

Don't overlook Public Housing Authority tax exempts. 
While such bonds are issued by local housing authorities, they 
are backed by Federal government guarantee. So Uncle Sam 
underwrites the safety of your investment. But because these 
bonds are issued in sizable totals, - and because many investors 
still are not familiar with them - they frequently sell at a discount. 
Investment plums in such securities can be found by the diligent. 


On Your Personal Investments, Don't Ignore Mutual Funds - 
A mutual fund is a publicly owned corporation which invests funds 
it receives from stockholders in securities of other companies. 
It is a form of indirect investment using a corporation as a 
method of making investment. On purchase of a single share in 
a mutual fund, the investor secures an interest in a number of 
different companies. So he secures safety of diversification even 
on a small investment. 


Many doctors, while recognizing added safety given by 
mutual fund investment, shy away from it because commissions 
(i.e., loading charges) generally run from 7% to 9%. But such 
loading charges on mutual fund investment may not be excessive 
when considered in light of all investment factors - and investment 
aims. 


Take the physician who invests $2,500 in mutual fund 
shares. He might pay $200 in loading charges. If he made the 
same investment directly in stock of a single company, his com- 
missions would run about $30. But a proper comparison between 
commission costs might involve $2,500 invested in a single mutual 
fund and $2,500 directly invested in a diversified portfolio con- 
sisting of 25 securities. But on direct investment, there will be 
buying and selling costs. On mutual fund investment, generally 
the re is a commission cost only on acquisition - not on later sale. 
Including state and Federal taxes, costs of direct investment 
might easily run 13% as against mutual fund investment costs 
running about 9%. 

If you are attracted to a particular company, generally 
direct investment in that company will mean reduced investment 
cost. Weigh safety offered by mutual funds, though, where you 
are seeking diversified, long term investment. 
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IN THE COMMON COLD... 


a new and vitally 
important prescription; 
for symptomatic control; 
for prevention of 


bacterial complications 


antibacterial Each capsule contains: 

analgesic Penicillin V (100,000 units) 62.5 mg. 
ti ti Salicylamide 194mg. 

antipyretic Promethazine Hydrochloride 6.25 mg. 

antihistaminic Phenacetin 130mg. 

Mephentermine Sulfate mg. 

sedative 
. Supplied: Capsules, bottles of 36. 

stimulant 


Penicillin V with Salicylamide, Promethazine Hydrochloride, Phenacetin, and Mephentermine Sulfate 


Philadelphia 1, Pa. 
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PATIENT 


neomycin and ethamicort 


NEO-MAGNACORT 


~*~ é 
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PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N.Y. 


HIS HEART 
TOMORROW 


PHENAPHEN 
PLUS 


NEEDS YOUR HELP 
MISERABLE COLD TODAY 


each coated tablet: 


Phenacetin (3 gr.). . . 194.0 mg. More than 500,000 chil- 
nema dren with damaged hearts 
+ + + 0.031 mg. look to medical research... 
enpyridamin leate . 12.5 mg. 
10.0 supported by the Heart 
Fund...for a brighter 
tomorrow. 


Their hearts need your help 
today. Give generously. 
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leat a nutritive 


deconstipant 


which not only relieves 
but also rehabilitates 


Acts as a laxative on the 
large bowel only—does not 
affect motor activity of the 
small bowel. 


Improves peristalsis and 
bowel movement, suggesting 
a selective stimulation of 
the intrinsic nerve plexus— 
not irritation. 


Actually, a therapeutic ap- Acts surely, gently, over- Provides Pantothenic Acid 
proach ... relief plus repair night — without griping. — proven indispensable to 
for the atonic bowel. Non-toxic, non-habit- acetyl-choline formation 

forming. and normal bowel function. 


Each tablet of MODANE REGULAR contains Danthron 75 mg. and Calcium Pantothenate 25 mg., 
Danthron to encourage peristalsis, Calcium Pantothenate for rehabilitation of the atonic bowel. 


Dosage... MODANE REGULAR — one tablet after the evening meal. MODANE MILD 
(half strength, for hypersensitive, pregnant, pediatric and diet-restricted patients) — one 
pink tablet after the evening meal. MODANE LIQUID (one teaspoonful equals one Modane 
Mild tablet) — fractional or full teaspoonful, after the evening meal. 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS 8, OHIO 
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In urinary tract disturbances 


(Brand of Phenylazo-diamino-pyridine HCl) 


in a matter of minutes 


With PYRIDIUM, irritated urinary tissues are bathed m a continuous flow of analgesic fluid, keeping the 
patient comfortable during diagnostic procedures and while maintaining therapy. The benefits of 


therapy with PYRIDIUM include - gratifying relief in a matter of minutes—long before specific therapy, 
if required, can take effect - elimination of urinary retention due to pain spasm - local analgesia only 
- complementary to any antibacterial of the physician’s choice — allows separate control of analgesit 
and antibacterial therapy - simple, convenient dosage — just 2 tablets before meals for adults. 

Pyridium is the registered trade-mark of Nepera Chemical Co., Inc. or its brand of phenylaze-diamine-pyridine HCl. Merck Sharp & Dohme, Division of Merck & Co., lnc. sole distributor in the United Sats 


MERCK SHARP & DOHME - DIVISION OF MERCK & CO., Inc. - PHILADELPHIA 1, PA. 
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DRY, SCALY SKIN 
DETERGENT RASH 
SUNBURN 

SIMPLE ECZEMA 
DIAPER RASH 
‘DISHPAN’ HANDS 
PRICKLY HEAT 


Superficial skin com- 
CHAFING 


plaints usually respond 
dramatically to 
TASHAN CREAM ‘Roche’ 


Antiprurient, soothing, and healing — 
contains vitamins A, D, E, and d-Panthenol, 
in a cosmetically pleasing water-soluble 


base which fastidious patients will enjoy 


using. Hoffmann-La Roche Inc., Nutley, N. J. 


TASHAN*™: 
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“The average female 


as borderline 


tron deficient...’”* 


THE JOURNAL OF PEDIATRICS 


The 


1. Moore, C.V., and Dubach, R.: J.A.M.A. 162:197 | 
(Sept. 15) 1956. 
2. Holly, R.G.: Obstet. and Gynec. 2:124 (Aug.) 1953. | 
3. Ausman, D.C.: Journal-Lancet 76:290 (Oct.) 1956. 
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Evidence shows that practically every menstruating female is in a state of 
precarious iron balance. Thus the iron deficiency state, due to even normal 
menstrual losses, is an extremely common occurrence." * 


Correction of this iron deficiency state results in real benefits to the tired, 
rundown female patient. 


Strikingly superior clinical responses in menstrual anemia have been reported 
with RONCOVITE.® These results can be explained by the increased 


absorption and utilization of iron due to the improved bone marrow activity 
provided only by RONCOVITE. 


Roncovite Tablets (in menstrual anemia): 
Maximum Adult Dosage: One tablet after each meal and at bedtime. 
Bottles of 100 tablets. 


Literature available to physicians on request. 


Roncovite 


THE ORIGINAL, CLINICALLY PROVED COBALT-IRON PRODUCT 
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Personal Diary 

and Observations on 
Medical Life 

by MORRIS FISHBEIN, M.D. 


Dec. 1—Professor Joe Kamiya 
brings results of our experiment 
on hang-overs. So the day passed 
watching a not-too-lively Army- 
Navy fracas which came to 7 to 
7. Read and enjoyed John Mason 
Brown’s portraits of the nomina- 
tions in 1952, and also of Tru- 
man, Frankfurter, Oppenheimer 
and others with side lights on 
McCarthy. 


Dec. 2—Read five stories by 
Huxley. Tolstoi, Saroyan, Wright 
and de Maupassant and, sad to say. 
Tolstoi and de Maupassant tower 
high above the moderns. In “The 
Death of Ivan Ilyich,” by Tol- 
stoi. appears extraordinary mas- 
tery of psychology of sickness 
and dying. And then all the fam- 
ily came along with Sam Hoff- 
man and Fred Hertwig and Billie 
and Pauline Meyers from Indian- 
apolis making a big day for the 
surgery prospective. 


Dec. 3—A day of prepara- 
tion which means a total remov- 
al of hair of chest. abdomen and 
pubis: a light liquid diet, anti- 
biotic medication, several inter- 
nal lavages and early to sleep. 


INSIDE INFORMATION 


Dec. 4—About 7:30 A.M. in 
my own bed to the operating 


room floor and then suddenly—_ 


oblivion! Learned later that old 


Pepys had spent seven and one- 
half hours on the operating table 
and one in the recovery room: 
a wonderful anesthesia by Dr. 
Rose Engel, DEMEROL®, PHENER- 
GAN®, PENTOTHAL® and _ ether. 
and eight units of blood by trans- 
fusion. Dr. Dwight Clark re- 
moved five isolated polyps and 
the spleen and repaired a con- 
genital epigastric hernia. Like 
the credit roll on television: 

Assisting: Shirl Evans and Melvin 
Van Woert. 

Observing: Charles Lawrence and 
Morris T. Friedell. 

Technical hematology: Leon Jacob- 
son, 

Cardiology: Emmett Bay. 

Physician-in-charge: Joseph Kirsner. 

Visiting observer: Milton Lasdon. 

Nurses: Finnegan, Corbett and 
Meyers. 

Sponsor: Blue Cross. 

Laboratory: Alvin Elving and John 
Donald. 

Extras: Technicians, dietitians and 
maids. 

About 5 p.m. felt a sudden 
smack on the cheek and some- 
one said, “Wake up.” Said old 
Pepys: “Is it over?” It was. 


Dec. 5-7—Three days hard to 
remember except for a suction 
tube in the stomach, a catheter 
in the bladder, continuous pour- 
ing of glucose and electrolytes in 
the veins which Van Woert found 
so readily. some oxygen, and get- 
ting up on the sixth—early am- 


bulation. Books poured in from 
many friends and so many flow- 
ers that the room was a bower of 
fragrance and beauty. And then 
the “get well cards” with a mem- 
bership in the Zipper Club, signed 


by Mayor Daley, Ernest [rons 
and those at the annual mveting 
of the Advisory Board of the Mu. 
nicipal Tuberculosis Sanitarium, 


Dec. 8—Began to read “Com. 
pulsion,” by Meyer Levin. tell. 
ing again the story of the Loeb. 
Leopold murder with all the 
names changed but persons easily 
identifiable. Behind the scenes. 
old Pepys played a tiny part. The 
story still thrilling but one wishes 
Levin knew more about psycho- 
analysis. 


Dec. 9—Basil O'Connor sent 
“The Art of Loving,” by Erich 
Fromm, and its logic is irresisti- 
ble and noticed a quote by O’Con- 
nor, in his Christmas card. which 
was from this book on the sub- 
ject of giving. 


Dec. 10—Read Rebecca West's 
~The Fountain Overflows.” which 
recreates the England of the early 
1900s and she has great under- 
standing of music, but this is 
really a book for women. And all 
the time the electrolytes flow in 
and the fluid flows out and the 
technicians come to collect the 
samples and as Coué said: “Ey- 
ery day in every way I get bet- 
ter and better.” 


Dee. 11—Mark Soroko stops 
by en route from the American 
Academy of Dermatology. What 
a tender, emotional, sympathetic 
man! Read “The F.B.I.,” by 
Whitehead, a terrific account of 
its political struggles and its vic- 
tory against crime. 


Dec. 12—FEach day each of 
the medicos comes to check, all 
pleasant and kind, but the word 
goes around that old Pepys is 
the best and most cooperative 
medical patient of all time. And 
why not? 


(Continued on page A-170) 
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GENERAL @@ ELECTRIC 


from radiography 


a General Electric product 
in step with your progress 


)...t0 fluoroscopy 


...in a matter of seconds 


—and those seconds are split in radiography 
with Patrician’s stop-motion 200-ma, 100- 
kvp, full-wave power. Involuntary move- 
ments of patients or organs no longer need 
be your problem — nor the heavy investment 
formerly required for x-ray equipment capa- 
ble of overcoming them. 

At a price competitive with low-power, 
limited-range apparatus, you can now enjoy 
full x-ray facilities offered by the General 
Electric Patrician: kenotron-rectified output 
for longer x-ray tube life... 81-inch 
ing table for those tall patients ...double-focus 
rotating-anode tube for radiography and 


Progress /s Our Most Important Product 


fluoroscopy . . . highly maneuverable inde- 
pendent tube stand . . . fully counterbalanced 
fluoroscopic screen . . . compact, simplified 
control unit. 

Before investing in x-ray equip- 
ment, get the complete Patrician 
story, including G-E financing 
plans. Use this handy coupon. 


X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 
Milwaukee 1, Wisconsin, Rm. D-21 
C Please send me your 16-page PATRICIAN bulletin 
(CD Facts about deferred payment 

( MAXISERVICE rental 


Name. 


Address 


City Zone. State. 
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Dec. 13—Quote: “A psychia- 
trist is a man who asks a lot of 
expensive questions that your 
wife will ask you for nothing.” 
Read two slow-moving, tire- 
some mysteries. and then a fine 


anthology by Rex Stout. “Eat, 
Drink and Be Buried,” with 20 


wonderful cases of poisoning. 


Dec. 14—About every day 
comes Ed Schuhmann to play 
some gin but somehow old Pepys 
not yet in the mood. Began writ- 
ing a paper for the Speech Asso- 
ciation of America on the effects 
of filtered vs. unfiltered cigarettes 
on the larynx. Read half a dozen 
medical journals and the Lancet 
had a fine essay by Walshe on 
qualifications of a neurologist. 


Dec. 15—What a contribu- 
tion to invalidism comes with 
television and radio if you pick 
your programs! Gradually the 
tubes are being removed and with 
each removal, a sense of relief 
and great accomplishment. Thus 
does residence in a hospital 
wholly change one’s perspectives. 
A few reflections: 

The eagerness with which one 
welcomes the morning bath in 
bed, newspapers and breakfast. 

Someone ought to write some 
more lessons such as Pepys wrote 
in the “30s on the etiquette of 
visiting people in hospitals. 

Don’t lean or sit on the bed. 

Don’t overstay your welcome. 

Don’t argue—find congenial subjects. 

Don’t ask questions. 

After surgery fatigue comes quickly. 


Don’t bring chocolates, nuts, grapes, . 


sugar cookies or actually anything to 


Dr. Pepys’ Pages 


eat unless you want to feed the interns 
and nurses—and most of them are 
dieting. 


Dee. 16—Read Angus Wil- 
son’s “Anglo-Saxon Attitudes,” a 
most sophisticated British novel 
about an excavation, historians. 
and a family of queer people 
who live loosely and like it. 


Dec. 17—Reading proofs on 
the new marriage book, some edi- 
torials, some columns and _fin- 
ished the article and felt good 
doing it. Got rid of another tube 
and did well without it and had 
some stitches removed—all great 
accomplishments. A visit from 
Lester Dragstedt and talked 
about pancreatectomy and the 
physiology of surgery. 


Dec. 18—Read all the current 
magazines and found them dull 
except Life’s issue on women, 
which, incidentally, carefully 
avoids the main consideration 
which is why women are like 
that—but so far nobody, not even 
the Freudians, knows why. 


Dec. 19—A big day—took a 
shower. All the tubes gone. All 
the tests show that all the opera- 
tions accomplished what Dwight 
Clark, Jacobson and associates 
expected, and it surely is ob- 
servable in the Pepys physique. 


Dec. 20—Read James Thur- 
ber’s modern fables—every one 
a jewel of philosophy and humor. 
Read Richard Armour’s “It All 
Started With Eve.” and I rate him 
among the best of our modern 
satirists. Miss Chow, dietitian, is 
either selecting most wonderful 
foods or else the appetite has 
caught up with the digestion. 


Dec. 21—Great excitement! 
Tomorrow old Pepys leaves the 
hospital. So now Morris F. Frie- 


dell, Mistress Pepys and Z. W. 


begin the transport of the |.ooks, 
the flowers, the unopened boxes 
of candy, the silk and nylon pa. 
jamas, the television. the radio, 
the periodicals, etc. The hospital 
prefers supplying the patients 
with its own bed jackets and pa- 
jamas. These are carefully de. 
signed to last forever. to provide 
the maximum of discomfort. to 
be so thoroughly labeled as never 
to be stolen. But who would want 
to purloin them? The jackets but- 
ton in front with knobby cloth 
fasteners or tie in back with ties 
the patient cannot reach. The 
pants are the modern substitute 
for chastity belts—completely 
closed front and back. tying on 
the side with thick ties. If they 
were generally adopted the birth 
rate would fall and _ illegitimacy 
would disappear. It wouldn’t be 
worth the trouble of getting in 
and out of them. Almost they 
made me want to start a cam- 
paign for the return of the old- 
fashioned nightshirt. 

Visits came from LeRoy whom 
I congratulated on the efficiency 
of the medical procedures; also 
Ray Brown who, seemingly with- 
out a care, has his finger on the 
pulse of every motion in the hos- 
pital; and Lowell Coggeshall who 
accepts one new great obligation 
after another and is adequate in 
all of them. Now he is off with 
V.P. Nixon to visit the Hun- 
garians. 


Dec. 22—Homegoing day— 
attired in my street clothing, 
walked to the car and then drove 
to The Shoreland. The greetings 
and the welcome warm the heart. 
Attired in the new pajamas got 
into my own bed, and prepared 
for several weeks of relaxation. 


Dec. 23—Sunday—the grand- 
children began visiting in install- 
ments and inspired new youth in 

(Continued on page A-172) 
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-monilia respon 


NEW effective 
therapy 


more effective 


| less irritating 
less leakage (cream) 


less staining 


in large tubes with 
15 disposable vaginal applicators. 
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the old tissues, or maybe it was 
just the surge of increased eryth- 
rocytes, hemoglobin and_plate- 
lets. Mistress Pepys says, “No 
presents opened until Christmas,” 
and what Mistress Pepys says old 
Dr. Pepys does. 


Zits 


Dec. 24—The whole world 
seems to hesitate on the brink of 
its greatest festal day. Old Pepys 
would wish the world let Dick- 
ens’ “Christmas Carol” have its 
own beautiful simplicity and not 
malform it with songs and dances 
and magical tricks. And old 
Pepys wrote: 


Twas the night before Christmas and 
all through the flat, 

Not a creature was stirring, not even 
a cat. 

Barbara, Morris and all of their clan 

Were out on Commonwealth welcom- 
ing the jolly old man, 

Marjorie, Lester, their two boys and 
girls three 

Were in Highland Park trimming a 
wonderful tree 

While Justin and Ann with Amy and 
Morris 

Stopped to leave the gifts that they 
selected just for us 

And went on to visit their other in-laws 

Though even that visit was just a 
slight pause. 

So Mistress Pepys in her loveliness 
and | in my new gown 

To welcome the Holiday sat ourselves 
down. 

I thought of events in the month that 
had passed 

And gave thanks with a prayer for the 
good that would last; 

So I snuggled to sleep with a thought 
that was bright, 

Merry Christmas to all and to all a 
good night. 


Dec. 25—The gifts now open- 
ed were wonderful, the friends 
and the family came, and long- 


Dr. Pepys’ Pages 


distance calls poured in, and old 
Pepys said tritely, “Life can be 
beautiful.” And thus far I have 
not: 

Shown any group my incision. 

Described my operation. 

Bragged about my doctors. 


Enumerated the clinical details. 
Complained. 


| just stick in my thumb and pull 
out a plum and say: “What a 


good boy am I! 


Dec. 26—Beginning to catch 
up with the mail. Hundreds of 
letters to be written. Read “Com- 
pany Man.” a fast-moving novel 
of the conduct of modern busi- 
ness with its advertising agency 
and office intrigue. This evening 
visited by the Hoffmans and 
Hertwigs and talked of progress 
in the Cook County Hospital and 
Hektoen Institute. So told them 
also of the many, many charities 
that had received funds memori- 
alizing my recovery—and this 
one of the fine by-products of 
being an invalid. 


Dec. 27— More of the same. 


Dee. 28—Listened on Hi-Fi 
to the new Belafonte records and 
some classics and took great joy 
in this. Also Marjorie came with 
her boys, Larry and Mike, the 
former a great reader with an 
analytical mind. In the evening 
Maurice Goldblatt, whose heart 
runneth over for good causes. 
came to discuss new research on 
erythropoiesis which old Pepys 
explained. 


Dec. 29—Watched three foot- 
ball games on television which is 
a goodly dose. In the evening 
gossiped with Harry and Carol 
Gibbs and Ruth Portis and 
watched Perry Como, master re- 
laxed showman—but thén. with 
Goodman Ace to do the script 
anyone can relax. 


Dec. 30—Read Fred \llen’s 
“Much Ado About Me.” and 
found it an interesting story 
about his early vicissitudes and 
really wondered at the laie ma- 
turing of his intellect, for he be. 
gan just as a juggler witli jests 
of ancient vintage and ended by 
improvising humor and writing 
it for other actors. Also from 
Hans Selye came his new book, 
“The Stress of Life.” with the 
inscription “To my friend Old 
Pepys as a token of my admira- 
tion for his many contributions 
to the development of medicine 
in the U.S.A.”—and this made 
me most proud. And was in- 
trigued also by his detailed in. 
structions to readers of various 
classes so that they may get the 
most out of the book. His mind 
I consider one of the most philo- 
sophic to appear in medicine. In 
the afternoon watched the Chi- 
cago Bears play with the New 
York Giants or vice versa. be- 
cause never have I seen a foot- 
ball team so lackadaisical and 
totally without initiative as were 
the Chicago players on this day. 


Dee. 31—During this day 
visits from Lawrence and Frie- 
dell and from Sidney and Lea 
Cohn of Fond du Lac and began 
a new work called “The Last 
Angry Man,” by Gerald Green, 
which will be a book club choice 
later and which is the story of a 
general practitioner on New 
York’s East Side, and with it the 
story of Bellevue as it was in the 
early 1900s—a thoroughly real- 
istic and fascinating tale. 

And so ready to welcome the 
New Year. having survived dur- 
ing 1956 a number of trials but 
altogether a most enjoyable year 
with great progress in all my 
ventures and with the publication 
of several new books and with a 
host of friends who are the great 
est of life’s treasures. 
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Have you received 
your goosequill ballpoint pen? 
It’s free to physicians. 

Ask your Wyeth Representative 
or write on your prescription 
blank to Wyeth Laboratories, 
P. 0. Box 8299, 
Philadelphia 1, Pa. 


Oral Penicillin with Injection Pe? 


PEN 


is Penicillin V, Crystalline (Phenoxymethyl 
Penicillin), Tablets : 


PEN*VEE Suspension is Benzathine Penicillin V Oral Suspension 
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PHARMACEUTICAL SPECIALTIES, SURGICAL INSTRUMENTS, PEDIATRIC AND DIETETIC 
FOODS, MEDICAL BOOKS AND OTHER PRODUCTS AND SERVICES 


Abbott Laboratories Fleet, C. B., Company, Inc.—Fleet Enema . Al 
Tridione; Paradione; Phenurone; Gemonil A-17 Florida Citrus Commission ............. A-96 
Calcidrine ...... A-59 General Electric Company—G. E. Patrician . \-169 
Selsun; - _.Facing A-88-89; Glidden Company, The—RG Lecithin ....... \-144 
Iberol ...... A-125 Gray Pharmaceutical Company, Inc.—Dexazyme A-159 
Nembu- Serpin A-152-153 Hoffmann-La Roche, Inc 

American Meat Institute .......... A-142 Facing A-16-17 
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Armour Laboratories, The Croom .......... 4-165 
HP Acthar Gel Peas ; A-ll Irwin, Neisler & Company 
Chymar ... A-99 Synatan; Seco-Synatan .... a A-76 

Astra Pharmaceutical Products, Inc. Pee sem Mitchell Pharmaceuticals, Inc. 

Xylocaine Ointment ......... A-9 Meyenberg Goat Milk . 4-127 
Xylocaine Solution ............. een A-112-113 Johnson & Johnson—K-Y Lubricant |. 4-145 
Xylocaine Jelly .. Knox, Chas. B., Gelatine Co.—Gelatine A.93 

Ayerst Laboratories—Beminal 817. he oa A-20-21 Lakeside Laboratories, Inc. 

B-P Rib-Back Surgical Blades A-114 Lederle Laboratories—Aureomycin A-2-3 

Cambridge Instrument Company, Inc. Folbesyn ........ A-66 
Cardioscope .. A-29 .... A-85 

Chatham Pharmaceuticals, Inc. —Koagamin A-94 Pronemia ...... ey: A-107 

Chicago Pharmacal Company—Urised A-146 Mumps Vaccine ............... Eee A-130 

Ciba Pharmaceutical Products, Ine. Achrocigin ............. A-143 
Serpasil ........ Rete A-134-135 Leeming, Thos., & Company—Calmitol . A-40 
Doriden _.. Fourth Cover Lilly, Eli, and Company—llotycin ...... A.33 

Davies, Rose and Company, Ltd.— Digitalis A-106 Lloyd Bros., Inc.—Roncovite ......... .. .A-166-167 

Davis & Geck, Inc.—-D & G Gut .. A-71 McNeil Inc.—Flexin 4-24-25 

Desitin Chemical Company—Desitin Ointment A-73 Tylenol . A-95 

Eastman Kodak Company—Cine-Kodak . A-55 A-115 

Eaton Laboratories—Furacin . A-69 Massengill, The S. E., Company 


COUGH 
OCCURS with colds or allergies 


AMBENYL EXPECTORANT 


relieves cough 
and controls congestive symptoms 


contains demulcent and expectorant agents plus 
AMBODRYL® for antihistaminic action 

BENADRYL® for antihistaminic-antispasmodic effect 
Supplied: 16-ounce and 1-gallon bottles 


AMBODRYL Hydrochloride (bromodiphenhydramine hydrochloride, Parke-Davis) 
BENADRYL Hydrochloride (diphenhydramine hydrochloride, Parke-Davis) 
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Technical Exhibits—Continued 


Mead Johnson & Company—Pablum A-87 
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Mephyton A-36 
Cremomycin .. A-63 
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Rystan Company, Inc.—Panafil A-157 
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Strasenburgh, R. J., Company— Biphetamine ... A-136 
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Wampole, Henry K., & Company, Inc. 
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How to upa appetite 


CYANOCOBALAMIN 


(CRYSTALLINE VITAMIN B,,) 


Cherry-flavored REDISOL Elixir and soluble Tablets of pure 
vitamin B,. stimulate capricious appetites—help youngsters 
gain weight. Both blend readily with liquids. 


MERCK SHARP & DOHME 


February 1957 
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.». your treatment can make the difference 


In angina pectoris: “. . . the difference between com- 
plete, or almost complete, absence of symptoms, or 
a prolonged illness with much suffering” may lie in 
routine prophylaxis with Peritrate.! 


New studies continue to confirm the effectiveness of 
this long-acting coronary vasodilator. “Impressive and 
sustained improvement” is observed in patients on 
Peritrate therapy.” 


Simple prophylaxis: Peritrate is not indicated to abort 
the acute attack (nitroglycerin is still the drug of 
choice). However, you can reduce or eliminate nitro- 
glycerin dependence and provide continuing protec- 
tion against attacks of angina pectoris with Peritrate. 
Prophylaxis is simple: 10 or 20 mg. of Peritrate before 
meals and at bedtime. Maintenance of a continuous 
daily dosage schedule is important for successful 
therapy. 


Peritrate has been demonstrated to prevent or reduce 
the number of attacks, lessen nitroglycerin depend- 
ence, improve abnormal EKG findings and increase 
exercise tolerance. 3.4.5 


The specific needs of most patients and regimens are 
met with Peritrate’s five dosage forms: Peritrate 10 
mg. and 20 mg. tablets; Peritrate Delayed Action (10 
mg.) for continuous protection through the night; 
Peritrate with Phenobarbital (10 mg. with phenobar- 
bital 15 mg.) where sedation is required; Peritrate with 
Aminophylline (10 mg. with aminophylline 100 mg.) 


‘in cardiac and circulatory insufficiency. 


Usual Dosage: 10 to 20 mg. before meals and at 
bedtime. 


References: 1. Rosenberg, H. N., and Michelson, A. L.: Am. J. M. 
Sc. 230:254 (Sept.) 1955. 2. Kory, R. C., et al.: Am. Heart J. 
50:308 (Aug.) 1955. 3. Winsor, T., and Humphreys, P.: Angiology 
3:1 (Feb.) 1953. 4. Plotz, M.: New York State J. Med. 52:2012 
(Aug. 15) 1952. 5. Dailheu-Geoffroy, P.: L’OQuest-Médical, vol. 3 
(July) 1950. 
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PENICILLIN WITH BENEMID® 


REMANDEN provides higher, more pro- 
longed plasma penicillin levels than any 
other oral penicillin preparation. 

REMANDEN allows you full confidence in 
oral penicillin. The Benemid in REMANDEN 
is a penicillin-booster, raising plasma lev- 
els two- to fourfold. REMANDEN provides 
plasma concentrations comparable to 
those of intramuscular injection. 


Pleasant-to-take Tablets or Suspension. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 


igh and prolonged penicillemia — orally 
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PATIENTS SLEEP SOUNDLY with non- 
barbiturate Doriden—0.5 Gm. at bedtime. 

_Qnset of action is smooth and gradual 
(without preliminary excitation). Effect 
lasts 4 to 8 hours. 


(glutethimide CIBA) 


SUPPLY: Tablets, 0.125 Gm. (white), 0.25 Gm. (white, 
scored), and 0.5 Gm. (white, scored). 


PATIENTS AWAKE ALERT AND RE- 
FRESHED; Doriden is rapidly metabo 

” lized, allows restful natural slumber with, 
out hangover. 


Cc I B A SUMMIT, N. J. 
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